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Executive Summary
Prescription medications are an integral part of improving the quality of life for millions of
Americans living their lives with acute or chronic pain. However, one of the most serious public
health problems in our country is the over dependence on these substances, with particular
attention to the opioid class of prescription pain medications. Opioid addiction also accounts for
a vast amount of indirect causes of crime such as theft, injury, and murder stemming from the
need to acquire these substances whether legally, via prescription, or illegally, on the streets.
Americans, constituting only 4.6% of the world’s population, have been consuming 80% of the
global opioid supply, and 99% of the global hydrocodone supply, as well as two-thirds of the
world’s illegal drugs (Pain Physician, 2010). Approximately 2 million Americans live with
prescription opioid abuse or dependence (SAMSHA, 2013). About 75% of opioid addiction
disease patients switch to heroin as a cheaper opioid source (SAMSHA, 2013). During 2014,
47,055 drug overdose deaths occurred in the United States (MMWR, January 1, 2016). In 2014,
61% (28,647) of drug overdose deaths involved some type of opioid, including heroin (MMWR,
January 1, 2016). Therefore, approximately 78 Americans die every day due to prescription drug
overdose, equating to one American dying approximately every 20 minutes. Additionally, in our
country a baby is born addicted to opioids approximately every 25 minutes (Tolia, 2015). In the
1990’s, pain was introduced as the “fifth vital sign” which was accompanied by pharmaceutical
company efforts to market directly to prescribers (Lanser P, 2001). Furthermore, studies have
shown a strong and consistent linear relationship between the amount of opioids sold and
distributed with morbidity and mortality associated with these chemicals (Paulozzi LJ B. D.,
2006). These staggering statistics demonstrate how bad this situation is, and why it has been
generally regarded as a national epidemic (Paulozzi LJ J. C., 2011) (Jones CM, 2013).
As with any epidemic, the usual course of action to rid the population of it includes prevention,
treatment, and elimination of the source of the problem. Prevention of opioid overdose includes
strategies such as education on appropriate pain management with or without opioid prescription
medications, and increasing the awareness and availability of naloxone as the antidote for
respiratory failure, and eventual death, from inappropriate opioid use. Treatment of this national
epidemic includes providing the appropriate therapy for those experiencing substance use
disorder (as per DSM-V, formerly known as addiction) whether through psychological therapy
and/or medication assisted therapy (MAT). Elimination of the substance for this national
epidemic involves reducing the supply from the population with strategies such as proper opioid
medication storage and disposal.
West Virginia (WV) has the highest national state-by-state drug overdose death rate of 35.5 per
100,000 (Age Adjusted), with a large margin over the next closest state of New Mexico having a
rate of 27.3, while the national average is 14.7 (MMWR, January 1, 2016). WV is one of twentynine states receiving funding from the Centers for Disease Control (CDC) Prescription Drug
Overdose: Prevention for States Program aiming to maximize Prescription Drug Monitoring
Programs (PDMPs), provide community or Insurer/Health System Interventions, and conduct
policy evaluations (CDC Prevention for States, 2016). This program has aided in the formation
of a geographically and professionally diverse expert panel of West Virginia professionals with
intentions of building upon the CDC Chronic Pain Opioid Guidelines of 2016 to:
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•
•

Develop clinical pain management guidelines based on best practices, clinical experience,
and evidence-based literature.
Develop a risk reduction strategy for the appropriate use of opioid prescription pain
medications to improve health outcomes.

This overall pain management guidance is intended for both prescribers and dispensers as an
expansion to the 2016 CDC Chronic Pain Opioid Guidelines (CDC, 2016). In addition to the
clinical applications of this overall pain management guidance, there is also an educational value
from incorporating the safe and effective management of pain as a mandatory and significant
component of all healthcare professional school curriculum. Furthermore, the education can be
incorporated into continuing educational programs for current healthcare professionals. Adapting
to updated chronic medical condition treatment guidelines, whether pain, diabetes, or
hypertension, is critical to the advancement of patient care. The collaboration and education of
legislators, law enforcement, the healthcare community, and the public will provide the ability to
stop living in the problem and begin to live in the solution.
The following guidance is a summary of the work and efforts put forth by this expert pain
management panel, with hopes of not only improving human quality of life, but also to save lives
by promoting the values of safely and effectively managing pain for those suffering.

Expert Pain Management Panel Members
Panel Member

Organization/Title
West Virginia University (WVU) School of Pharmacy, Assistant Professor

Mark Garofoli, PharmD, MBA (Coordinator)
Centers for Pain Relief President/CEO, & INS President
Timothy Deer, MD (Chairperson)
WVU Pain Management Specialist
Richard Vaglienti, MD (Vice Chairperson)
West Virginia DHHR, Public Health Commissioner & State Health Officer
Rahul Gupta, MD
Marshall University & Huntington Pain Specialist
Ahmet Ozturk, MD
Community Care of West Virginia Pain Specialist
Denzil Hawkinberry, MD
WV Medical Professionals Health Program Executive Medical Director
Bradley Hall, MD
Board Certified Pain Management Specialist
Matt Cupp, MD
West Virginia Office of Emergency Medical Services Director
Michael Mills, DO
Active Physical Medicine & Pain Center
Jimmy Adams, DO
WVU Pain Management Psychologist
Richard Gross, PhD
West Virginia State Dental Director
Jason Roush, DDS
St. Francis Hospital Pain Specialist
Stacey Wyatt, RN
WV Bureau of Medical Services, Pharmacy Services Director
Vicki Cunningham, RPh
PEIA Pharmacy Director
Felice Joseph, RPh
Rational Drug Therapy Program Director
Stephen Small, RPh, MS
Colony Drug & Wellness Center, Former Owner (Beckley)
Patty Johnston, RPh
Charles Ponte, PharmD, CPE

WVU Schools of Pharmacy & Medicine

James Jeffries, MS
Michael Goff

WV DHHR, Division of Infant, Child, & Adolescent Health, Director
West Virginia Prescription Drug Monitoring Program, Administrator
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Risk Reduction Strategy
A major concern of healthcare professionals and patients alike is the question of what is the
“gold standard” approach to managing pain especially chronic pain. Pain management strategies
have been largely based upon subjective evaluation methods versus more objective assessments.
Treatments derived from a more objective approach (i.e. hypertension and hyperlipidemia) will
be viewed more positively by all constituencies. This overall pain management guidance,
included herein, and in no particular order, provides healthcare professionals with a risk
reduction process which will improve patient care and minimize provider anxiety.
1. Risk Screenings
All patients being considered for chronic opioid therapy should be screened for risk of substance
misuse. Screen for this risk before prescribing opioids. Importantly, patients who have been
taking opioids for long periods of time should also be routinely screened. There are a number of
screening tools with good predictive value that have been developed specifically to screen for
risk of opioid misuse in the context of chronic pain treatment. Although more in-depth research
on evidence may be needed (Chou R e. a., 2009), these tools may be useful in determining
relative risk in addition to the medical history. (“Opioid Risk Assessment Tools”, 2016)
a) Patients Being Considered for Opioid Therapy
i. Opioid Risk Tool, ORT (Appendix 1.1)
ii. Drug Abuse Screening Test, DAST (Appendix 1.2)
iii. Diagnosis, Intractability, Risk, & Efficacy Score, DIRE (Appendix 1.3)
b) Patients Already Receiving Opioid Therapy
i. Current Opioid Misuse Measure, COMM (Appendix 1.4)
ii. Pain Medication Questionnaire, PMQ (Appendix 1.5)
iii. Prescription Drug Use Questionnaire, PDUQ (Appendix 1.6)
The use of a risk screening tool has the ultimate purpose of assisting in the selection of the safest
treatment options for any individual patient. The higher the risk of abuse for any individual
patient corresponds with less appropriateness for the use of controlled substances because of
their habit-forming or abuse tendencies, and an increased need for counseling and monitoring the
respective patient for the given risk factors.
2. Drug Interaction & Pharmacogenics Review
Pharmacogenics (PGx) is the study of the role of genetics in drug response. In general, there can
be genetic variability in multiple physiological systems of the human body (i.e. hepatic enzymes,
drug receptors, drug transport genes, etc.) resulting in altered drug-responses. Three of the most
common hepatic cytochrome P450 (CYP450) enzymes that have shown distinct differences in
genetic variability are 2C9, 2C19, and 2D6. 2C9 substrates include pain medications such as
ibuprofen, and celecoxib, while 2C19 substrates include diazepam, and 2D6 substrates include
codeine, dextromethorphan, tramadol, duloxetine, venlafaxine, and tricyclic antidepressants. A
chart illustrating the PGx metabolic differences within the population is available in Appendix
2.0 (Singh, 2008).
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When available and appropriate to the treatment regimen, this testing can be very helpful in
ensuring an appropriate response to a medication such as codeine or tramadol. A CYP2D6 poor
metabolizer may not receive adequate analgesia from codeine or tramadol, whereas, an ultrarapid metabolizer may experience unnecessary side effects (or even overdose) because of having
more of the active metabolites present. This scenario emphasizes the need to not only review a
patient’s medication regimen for drug-drug interactions (such as those on page 81 of this
document) as a standard of care, but also drug-gene interactions.
To best treat patients in pain with these types of medications, common pharmacogenetic tests can
be performed on blood, saliva, or cheek swabs by multiple testing companies. Patients should be
reminded of the special privacy protections for their personal genetic information under the
Genetic Information & Nondiscrimination Act (GINA) of 2008 (Commission, 2008). Testing
typically costs a few hundred dollars and may be covered by third-party payers. Pharmacogenetic
medication dosage guidelines are available via the PharmGKB website at: www.pharmgkb.org
3. Patient & Provider(s) Agreements
In order to encourage and emphasize the importance for proper use of any pain medications, it is
important to make sure that both a patient and provider(s) have reviewed the realistic
expectations of therapy (pain reduction and improved functional status). Establishing a “Patient
and Provider Agreement” (previously referred to as a patient contract, consent, or agreement) is
an invaluable tool to ensure a mutual commitment from the patient and the provider(s) to achieve
and maintain treatment goals, while also stating any reasons for agreement termination.
Items to include in a Patient & Provider(s) Agreement (Appendix 3.0)
Patient & Provider(s) Agreement Examples
a)
b)
c)
d)

American Association for Pain Management, AAPM (Appendix 3.1)
Pain.Edu, typical (Appendix 3.2)
Pain.Edu, low-literacy (Appendix 3.3)
Veterans Affairs, VA (Appendix 3.4)

4. Pain Reduction and Function Improvement Goal
Pain should be thoroughly evaluated before prescribing medications or other treatments. The
successful treatment of chronic pain involves a long-term process of monitoring and adjusting
treatment as necessary. A patient’s functional status, including activities of daily living, is often
severely affected by pain. Inadequate treatment can considerably affect a patient's quality of life,
or cause them to display drug-seeking behaviors when they are in fact only seeking relief from
chronic pain. (“Opioid Risk Assessment Tools”, 2016)
In addition to pain severity, pain can be evaluated based on how it affects a patient’s functional
status and performance of daily activities. The goal is to reduce pain and improve a patient’s
daily social and physical function. However, there are some clinical circumstances under which
reductions in pain without improvement in physical function might be a more realistic goal (i.e.
diseases typically associated with progressive functional impairment or catastrophic injuries such
as spinal cord trauma (CDC, 2016).
7

Many common numeric scales merely ask subjective questions on how a patient personally
views his or her pain with no relative markers for comparison to general pain conditions. Three
pain function scales including The PEG Pain Screening Tool (Appendix 4.1), The Graded
Chronic Pain Scale (Appendix 4.2), & The Brief Pain Inventory Short Version (Appendix 4.3)
assess beyond these parameters and are provided in Appendix 4.0. The first two of these scales
are within the Updated 2015 Washington State Opioid Guidelines (Group, May 2015) and the
“PEG” Scale more directly comes from its original evaluation in 2009 (Krebs EE, 2009).

5. End of Therapy Goal
Any S.M.A.R.T. Goals (Specific, Measurable, Attainable, Realistic, and Timely) have a
foundation around being able to be measurable in accordance with time. Thus, in setting
appropriate pain management goals with patients, a timely plan of action in regards to achieving
and maintaining a reduction in pain is required. With the acute management of pain, it is
recommended to develop an end of therapy goal for any pain management medications based on
the expected time frame of the healing process. Pain may become chronic in some cases,
however for the management of acute pain syndromes (i.e. fractures, etc.) there should be an end
of therapy goal for pharmacological management in order to prevent any unnecessary long term
issues (i.e. adverse effects, dependency, etc.). In chronic pain management, these goals may be
more difficult since the resolution of the syndrome, or the elimination of pain, is not expected to
occur.
6. Psychological Evaluation
Initial and annual psychological evaluation should be considered for selected patients taking
opioid pain medications. Risk is not a static variable yet it changes as life circumstances change
and the psychological evaluation allows for assessment of these modifiable risk factors. For
example, we know depression is a significant risk factor for worsening chronic pain as is stressboth of which can change with alteration in life circumstances. When appropriate, re-evaluation
using appropriate tools allows for objective quantification of benefits with opioids, i.e.
improvement in perceived disability, pain related worry, mood, and pain reduction. In some
settings the primary care provider has expertise in the treatment and counseling of psychological
comorbidities. If the primary care provider is also treating these conditions, careful
documentation should be noted when evaluation is performed.
Currently the PHQ-2 depression screening instrument (Appendix 5.1) is a major suggested
screening tool for depression, which is followed up with the PHQ-9 depression screen (Appendix
5.2). The purpose of the PHQ-2 is not to establish a final diagnosis or to monitor depression
severity, but rather to screen for depression as a “first step” approach. Patients who screen
positive should be further evaluated with the PHQ-9 to determine whether they meet criteria for
a depressive disorder. Another useful depression screening is the Beck’s Depression Inventory,
which is provided in Appendix 5.3.
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7. Proper Medication Storage & Disposal
Healthcare professionals play a major role in educating patients, and that education is very
important for the topic of proper medication storage and disposal. It’s important to educate
patients to keep medications in a secure storage location out of the reach and sight of children
and pets, and to put medicines away after every use. Even simple measures like making sure that
the safety cap is locked can help prevent accidents. (Education, 2016) Patients need to be
educated that if an accidental ingestion does occur, one should contact the Poison Center (1-800222-1-222) immediately or dial 911 if person is unconscious or having a seizure. Patients also
need to be reminded to store medications in an area that is cool and dry since heat and humidity
can damage medicines, hence why a bathroom is not a suitable location to store medications
unless the room is well ventilated. However, the bathroom medicine chest is an ideal place to
keep items such as bandages, tweezers, gauze, cotton balls, scissors, and other products that
aren’t affected by heat or humidity. Patients should be reminded that if there are children around
or those with a history of substance abuse, or if storing any controlled substances, one should
secure his/her medications within a lockable area such as in a safe, cabinet, or a drawer.
(Administration, 2015) Patients also should be reminded to only take the number of doses
needed when going outside the home or traveling. Overall, there is a need for emphasis of
inaccessibility for anyone besides the intended patient.
The FDA recommends that most prescription medications be returned through a DEA sponsored
Take-Back Program, a DEA-Authorized collector (https://www.deadiversion.usdoj.gov/pubdispsearch) or
throwing away in household trash by removing medications from original container and mixing
with an undesirable substance (i.e. coffee grounds, dirt, etc.) in a sealable container or bag. For a
small number of medications, the FDA recommends immediate removal from the home by
flushing them down the toilet or sink (Appendix 6.0). To dispose of a drug patch, carefully
remove it by the edges and avoid touching the used medicine pad; then fold the patch in half,
sticky sides together. (Education, 2016)

8. Naloxone Prescribing & Administration
Naloxone is the antidote or reversal agent for opioid overdose. Naloxone reverses the respiratory
depression associated with opioid overdose. Naloxone is not a controlled substance, but requires
a prescription from any healthcare professional with prescriptive authority or dispensing by a
pharmacist (in states allowing such dispensing, such as WV). Naloxone is available in multiple
formulations including a 0.4mg/ml IM injection, 0.4mg/ml auto-injection, 2mg/2ml intranasal
solution, and the 4mg nasal spray.
Patient/family/friend candidates for being prescribed take-home naloxone (Appendix 7.1)
SAMHSA Naloxone Administration Guidelines (Appendix 7.2)
In March of 2016, at the request of the governor, the 2016 legislature passed Senate Bill 431,
available online at www.legis.state.wv.us, authorizing licensed pharmacists or pharmacy interns
(working under the guidance of licensed pharmacists) to dispense an opioid antagonist without a
9

prescription. A pharmacist or pharmacy intern who dispenses an opioid antagonist without a
prescription shall report the dispensing in the PDMP and provide patient counseling (mandatory
which the patient may not opt out) to the individual for whom the opioid antagonist is dispensed
regarding, but not limited to:
• Proper administration;
• Importance of contacting emergency services (i.e. calling 911) as soon as practicable
either before or after administering the opioid antagonist;
• Risks associated with failure to contact emergency services following administration of
an opioid antagonist;
• Providing educational materials on opioid-related overdose prevention and treatment, and
opioid antagonist administration (materials developed by the WV Board of Pharmacy).
For more information: http://stopoverdose.org/index.htm
For substance use disorder (addiction) and especially if one was in a scenario where naloxone
was administered (whether personally, family, or friend), sources of help and education include:
• 1-844-HELP-4-WV (1-844-495-7498)
• SAMHSA Helpline: 1-800-662-4357 (1-800-662-HELP)
• Veteran’s Crisis Line: 1-800-273-8255, Option 1
• Narcotics Anonymous (Personal): 818-700-0700
• Nar-Anon (Family/Friends): 1-800-477-6291
• WV Medical Professionals Health Program (Health Professionals): 304-933-1030
9. Prescription Drug Monitoring Program (PDMP) Use
Prescription drug monitoring programs (PDMPs), also known as Controlled Substance
Monitoring Programs (CSMPs), must be fully utilized to reach their potential in controlling
prescription drug abuse and diversion. However, in the majority of the 49 states with operational
PDMPs, participation by prescribers and dispensers is voluntary, with utilization rates well
below 50%. Recent experience in Kentucky, Tennessee, New York and Ohio indicates that
mandating provider use of PDMPs can result in a rapid increase in enrollment and requests for
prescription information (Brandeis University, October 2014).
Based on data from national surveys and information, these are the best practices for any state in
utilizing a PDMP (Center, 2016):
•
•
•
•
•

•
•
•
•
•

Adopt uniform and latest ASAP reporting standard;
Collect positive identification for the person picking up prescriptions;
Collect data on method of payment, including cash transactions;
Reduce data collection interval; move toward real-time data collection;
Integrate PDMP reports with health information exchanges, electronic health records, and
pharmacy dispensing systems;
Send unsolicited reports and alerts to appropriate users;
Mandate enrollment & utilization;
Delegate Access for internal staff/team;
Enact and implement interstate data sharing among PDMPs;
Secure funding independent of economic downturns, conflicts of interest, public policy changes,
and changes in PDMP policies;
10

West Virginia regulations revolving around the mandatory use of the PDMP are provided in
Appendix 8.0, and are available online at www.legis.state.wv.us as Senate Bill 437 of the year
2012. In summary, all licensees who dispense Schedule II, III, and IV controlled substances to
residents of WV must provide the dispensing information to the WV Board of Pharmacy (BOP)
at least every 24 hours. All licensed prescribers must check the PDMP at the initiation of opioid
therapy and at a minimum of every year thereafter. A physician working in a pain management
clinic must check the PDMP at the initiation of the controlled substance therapy and at a
minimum of every 90 days thereafter. The West Virginia Controlled Substance Monitoring
Program (CSMP) is available at:
https://www.csapp.wv.gov/Account/Login.aspx
10. Urine Drug Screening/Testing
Urine drug screening/testing is important in the monitoring of compliance of prescribed
medications and detecting the use of illicit substances. All healthcare professionals need the most
up-to-date and comprehensive medication information (i.e. prescription medications, over-thecounter medications, herbals, supplements, illicit substances, etc.) for a patient to improve the
patient’s longevity and quality of life. The timing of the urine drug screening/testing needs to be
in line with the results being available before or at the point of treatment decisions.
Alternative Drug Screening Methods (Appendix 9.1)
Urine Drug Screening vs. Testing (Appendix 9.2)
Frequency of Screening/Testing (Appendix 9.3)
Urine Toxicology Detection Periods (Appendix 9.4)
Urine Drug Cross-reactants (Appendix 9.5)
Urine Drug Results (Appendix 9.6)
Consequences of Unintended Urine Drug Screening/Testing Results
If there are unintended urine drug screening/testing results, a careful re-assessment of the
treatment plan must be completed. A patient’s failure to adhere to the patient and provider
agreement is not necessarily proof of abuse or diversion because it may be a result of inadequate
pain relief, confusion regarding the prescription(s), a language barrier, or economic concerns. If
uncertainty exists in regard to the nature of the unintended result, the provider(s) may consider
arranging for an in-person meeting in order to have a non-judgmental conversation to clarify the
patient’s actions and concerns. If abuse or diversion is confirmed, treatment can continue with
alternative therapies and consultation with a substance use disorder (addiction) specialist or
psychiatrist and/or referral to a substance use disorder treatment program and/or law enforcement
(if concern for the safety of others exists) should be considered.
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11. Pill Counts
Randomized and/or Scheduled Pill Counts (based on appointments, etc.) are one way of
attempting to improve proper medication adherence and prevent and/or detect medication
diversion. Any patient who refuses to provide their medication for a random or scheduled pill
count can be considered for discontinuation of that particular or any controlled substance or
non-scheduled medication(s) while continuing treatment with alternative therapies. It is
recommended to schedule any appointment-based pill counts (and the appointment itself)
within a minimum of 3 to 5 days of when the current prescription will run out of
supply/refills (Safeguard, 2011).
Process [One staff person will be assigned to: (Safeguard, 2011)]
1.
2.
3.
4.
5.
6.

Bring the patient to a private area of the clinic
Ensure that a staff person is present to witness this procedure
Request that the patient submit their medication to be counted and/or examined
Receive the medication from the patient
Count the medication on a clean flat object using sterile gloves or equipment.
Examine the color, shape and imprint of the tablet to insure the medication is the same as
prescribed. a. If the medication is a capsule, the staff person shall examine the content of
at least two capsules to ensure that the content has not been substituted. b. If the color,
shape or imprint is questionable or the staff does not recognize the medication, the staff
person shall query the color, shape and imprint of the tablet or capsule through a
reputable pill identification resource.
7. Document the requested pill count, outcome and witness’ name in the patient’s record.
8. Advise the provider(s) of the outcome of the pill count.
Special Scenarios
Providers who are advised by their patient that the patient’s medication was lost, destroyed,
or stolen shall (Safeguard, 2011):
•
•
•
•

Instruct patient to better secure their medication in the future.
(If lost in fire) Retain a copy of any fire report (reflecting that a fire occurred) to be
placed in the patient’s medical record.
(If stolen) Retain a copy of any law enforcement report (reflecting the theft) to be
placed in the patient’s medical record.
Replacement of lost or stolen medication is at the discretion of the provider and/or
based upon the patient & provider(s) agreement.
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12. Drug Enforcement Agency (DEA) Red Flags
Healthcare professionals have an ethical and legal obligation to both prevent prescription
drugs from being diverted to nonmedical uses, and to ensure patients receive safe and
effective care involving healthcare professionals practicing in the usual course of their
professional practice and treating a patient’s legitimate medical condition. The US DEA has
provided the following “red flags” as a resource of what to watch for as healthcare
professionals to ensure that appropriate care is in place.

Prescriber
1. Cash only patients and/or no acceptance of worker’s compensation or private insurance
2. Prescribing of the same combination of highly-abused drugs
3. Prescribing the same, typically high, quantities of pain drugs to most or every patient
4. High number of prescriptions issued per day
5. Out-of-area patient population

Dispenser
1. Dispensing a high percentage controlled to non-controlled drugs
2. Dispensing high volumes of controlled substances generally
3. Dispensing the same drugs & quantities prescribed by the same prescriber
4. Dispensing to out-of-area or out-of-state patients
5. Dispensing to multiple patients with the same last name or address
6. Sequential prescription #s for highly diverted drugs from the same prescriber
7. Dispensing for patients of controlled substances from multiple practitioners
8. Dispensing for patients seeking early prescription fills
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Clinical Treatment of Pain
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Descriptions & Examples of Types of Pain

Nociceptive Pain
General Description:
• Pain arising from noxious stimuli affecting thermal, mechanical, or chemical receptors
(nociceptors) in normal tissues.
General Examples:
• Arthritis, mechanical lower back pain, post-operative pain, sports/exercise injury, etc.
Somatic Nociceptive Pain
• Description: Outer organs, body walls, & limbs (bone/joints/muscle/skin) producing
aching or throbbing, and is well localized.
• Examples: Ankle sprain, incisional pain, etc.
Visceral Nociceptive Pain
• Description: Internal organs; all thoraco-abdominal organs
• Examples: Localized tumor or hollow viscus, IBS, myocardial infarction, etc.

Neuropathic Pain
General Description
• Abnormal processing of sensory input by the Central Nervous System (CNS) and/or
Peripheral Nervous System (PNS)
General Examples:
• Neuropathic Lower back pain, etc.
Central Neuropathic Pain
• Deafferentation
• Injury to either the CNS or the PNS
• Phantom pain (PNS) & burning pain below spinal cord injury/lesion (CNS)
• Sympathetic
• Dysregulation of the autonomic nervous system
• Complex Regional Pain Syndromes (CRPS)
Peripheral Neuropathic Pain
• Polyneuropathies
• Pain is felt along the distribution of many peripheral nerves
• Diabetic neuropathy, post-herpetic neuralgia, Guillain-Barre Syndrome pains,
or alcohol-nutritional neuropathy
• Mononeuropathies
• Usually associated with a known peripheral nerve injury, and pain is felt at
least partly along the damaged nerve
• Nerve root compression, nerve entrapment, trigeminal neuralgia
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Mixed Pain
General Description:
• Combination of nociceptive and neuropathic pains
General Examples:
• Fibromyalgia, headache, lower back pain, myofascial pain syndrome, or skeletal
muscle pain, etc.

Pain Treatment Algorithms
The intent of these clinical pain management treatment algorithms is to provide the best course
of action for progression through escalating levels of pain management. These algorithms are
meant to be referred to along with the 2016 CDC Chronic Pain Opioid Guidelines (CDC, 2016).
Not every single entity must be attempted to progress to the next level, as every patient is unique,
however, attempts to reduce a patient’s pain and improve their daily function should follow the
recommended treatment algorithm as closely as possible in order to provide the safest and most
effective pain management for every patient. For instance, not every non-pharmacological
treatment option must be attempted before progressing forward within each clinical treatment
algorithm, however, a reasonable attempt should be made to try as many of the earliest treatment
algorithm options as possible before progressing further. Whether considering or absolutely
referring to a pain management specialist, the American Board of Anesthesiology (ABA),
American Board of Pain Medicine (ABPM), or the American Board of Interventional Pain
Physicians (ABIPP) have established and distinguishing certifications.
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Pain Treatment Algorithms

Nociceptive Pain Prescribing Algorithm
Non-Pharmacological (Active & Passive)
OTC APAP then +/- NSAID*
Topical Agent
(NSAID, lidocaine, or capsaicin)

SNRIs (duloxetine, venlafaxine, etc.)
TCAs (2° Class: nortriptyline, etc.)
Controlled Substance Class 4
(tramadol or pentazocine/naloxone)

Consider Referral to Specialist

Combination 1St & 2ND Line Agents

Acute Add-On: Muscle Relaxer PRN **
(Antispasticity Sub-Class)
Controlled Substance Class 3
(buprenorphine or APAP/codeine)
Interventional Therapy
Controlled Substance Class 2 (IR)

Referral to Specialist Needed

Spinal Cord/Dorsal Root Ganglion Stimulation
Controlled Substance Class 2 (ER)
Implantable/Intrathecal (IT)
morphine/baclofen/ziconotide
Consider Clinical Trial
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Intrathecal opioids are more effective than oral in patients
unsuccessful on oral opioids.
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Neuropathic Pain Prescribing Algorithm
Non-Pharmacological (Active & Passive)
Acute Trial of NSAID*/APAP
Add-On Topical Agent
(lidocaine or capsaicin)
L-methylfolate
Gabapentinoids
(gabapentin** or pregabalin)
SNRIs
(duloxetine, venlafaxine, etc.)
TCAs
(2° Class: nortriptyline, etc.)

Anti-Epileptic Drugs or AEDs
(CBZ***, VPA, lamotrigine, topiramate, etc.)
Controlled Substance Class 4
(tramadol or pentazocine/naloxone)

Consider Referral to Specialist
Combination 1St & 2ND Line Agents
Acute Add-On: Muscle Relaxer PRN ****
(Antispasticity Sub-Class)

Controlled Substance Class 3
(buprenorphine or APAP/codeine)
Interventional Therapy
Controlled Substance Class 2 (IR)

Referral to Specialist Needed
Spinal Cord/Dorsal Root Ganglion Stimulation

Controlled Substance Class 2 (ER)
Implantable/Intrathecal (IT)
morphine/baclofen/ziconotide

Botox Injection***
Consider Clinical Trial

Intrathecal opioids are more effective than oral in patients
unsuccessful on oral opioids.
•

***
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Mixed Pain (Neuropathic & Nociceptive) Prescribing Algorithm
Non-Pharmacological (Active & Passive)
Acute Trial of NSAID*/APAP
Topical Agent
(NSAID, lidocaine, or capsaicin)

Gabapentinoids (gabapentin** or pregabalin)

SNRIs (duloxetine, venlafaxine, etc.)
TCAs (2° Class: nortriptyline, etc.)
Controlled Substance Class 4
(tramadol or pentazocine/naloxone)

Consider Referral to Specialist

Combo Therapy of 1ST & 2ND Line
Acute Add-On: Muscle Relaxer PRN ***
(Antispasticity Sub-Class)

Controlled Substance Class 3
(buprenorphine or APAP/codeine)
Interventional Therapy
Controlled Substance Class 2 (IR)

Referral to Specialist Needed

Spinal Cord or Dorsal Root
Ganglion Stimulation
Controlled Substance Class 2 (ER)
Implantable/Intrathecal (IT)
morphine/baclofen/ziconotide
Consider Clinical Trial

Intrathecal opioids are more effective than oral in patients
unsuccessful on oral opioids.

References

21

1. Hooten WM, Timming R, Belgrade M, et al. Assessment and Management of Chronic
Pain. [updated November 2013]. Institute for Clinical Systems Improvement. Available
at https://www.icsi.org/_asset/bw798b/ChronicPain.pdf. Accessed July 6, 2015.
2. Christian J, Darnall B, Feinberg R, et al. ACPA resource guide to chronic pain
medication and treatment. American Chronic Pain Association. 2015. Available from
http://www.theacpa.org/uploads/documents/ACPA_Resource_Guide_2015_Final%20edit
ed%20%283%29.pdf. Accessed July 6, 2015.
3. Nuckols T, Anderson L, et. al. Opioid Prescribing: A Systematic Review and Critical
Appraisal of Guidelines for Chronic Pain. Annals of Internal Medicine, Nov 12, 2013.
4. Chou R, Fanciullo G, et. al. Clinical Guidelines for the Use of Chronic Opioid Therapy in
Chronic Noncancer Pain. American Pain Society (APS). The Journal of Pain, Vol 10, No
2 (February), 2009: pp 113-130.
5. Canadian Guideline for Safe and Effective Use of Opioids for Chronic Non-Cancer Pain.
Published by the National Opioid Use Guideline Group (NOUGG). April 30 2010
Version 5.6 http://nationalpaincentre.mcmaster.ca/opioid/.
6. Guidelines for the Chronic Use of Opioids. American College of Occupational and
Environmental Medicine (ACOEM). 2014.
7. Rolfs, R. Utah Department of Health (2009). Utah Clinical Guidelines on Prescribing
Opioids for Treatment of Pain. Salt Lake City, UT: Utah Department of Health.
8. American Society of Interventional Pain Physicians (ASIPP) Guidelines for Responsible
Opioid Prescribing in Chronic Non-Cancer Pain: Part 2 – Guidance. Pain Physician 2012;
15:S67-S116.
9. VA/DoD Clinical Practice Guideline for Management of Opioid Therapy for Chronic
Pain. May, 2010.
10. Brennan MJ. Chronic pain: Overcoming treatment barriers for effective outcomes.
Medscape. Available from http://www.medscape.org/viewarticle/495071. Accessed July
3, 2015.
11. Analgesic algorithm. World Health Organization. Last reviewed July 26, 2014. Available
from https://www.icontrolmyhealth.org/disease/pain/management/analgesic-algorithm.
Accessed Ju
12. Marcus DA. Treatment of nonmalignant chronic pain. Am Fam Physician. 2000; 61(5):
1331 – 1338. Available from http://www.aafp.org/afp/2000/0301/p1331.html. Accessed
on July 2, 2015.
13. World Health Organization (WHO) ladder. World Health Organization. Available from
http://www.geriatricpain.org/Content/Management/Interventions/Documents/
WHO%20ladder.pdf. Accessed July 3, 2015.
14. Derry CJ, Derry S, Moore RA. Single dose oral ibuprofen plus paracetamol
(acetaminophen) for acute postoperative pain (Review). The Cochrane Collaboration.
2013.
15. Teater, Donald. Evidence for the Efficacy of Pain Medications. National Safety Council.
2014.
16. Schug SA, Goddard C. Recent Advances in the pharmacological management of acute
and chronic pain. Annals of Palliative Medicine 2014;3(4):263-275.

22

Non-Pharmacologic Treatment Options (Appendix 10.0)
Active & Passive Therapies
Pharmacological Treatment Options (Appendix 11.0)
Non-Opioids, Opioids, & Herbals and Supplements

Safe & Appropriate Opioid Use
(Suggestions in addition to clinical treatment algorithms and overall guidance)
1. Reduction in average Morphine Milligram Equivalents per day (MME/Day).
• If continuing opioid use > 50 MME/Day, opioid tapering or pain management
specialist referral is suggested.*
• Established patients already on these relatively higher opioid daily doses should be
offered the opportunity to reevaluate their pain management treatment plan in light of
the association of opioid dosage and overdose risk.
2. Avoidance of combinations of opioids, benzodiazepines, muscle relaxers, and/or
hypnotics due to severity of drug-drug interactions and increased chance for side effects.
**
3. Preferred use of IR (immediate-release) compared to ER (extended-release) opioids, but
when ER opioids are appropriate and selected, the abuse-deterrent formulations are
preferred.
4. When a person does experience a non-life-ending overdose from a prescription opioid
medication, the respective prescriber should be notified as soon as time permits, in order
to follow-up with re-assessment of risk assessment and course of treatment, along with
evaluation of possible substance use disorder.
In order to ensure safe and appropriate pain management, regulations have been passed in
WV to update continuing education (CME, CPE, CE, etc.) requirements and also to define what
a pain clinic is. Highlights of these regulations are included in Appendix 12.0 , with full text
available online at www.legis.state.wv.us, as Senate Bill 437 of the year 2012.
*Evidence is insufficient to determine the effectiveness of long-term opioid therapy for reducing
chronic pain and increasing daily function. Evidence supports a dose-dependent risk for serious
harms (Chou R T. J., 2015).
**Overdose from benzodiazepines steadily rose from 1996 to 2010, parallel to the amount of
benzodiazepines prescribed and dispensed (Appendix 13.1), similar to that parallel correlation of
the amount of opioids sold compared to opioid overdoses in the same time frame (Appendix
13.2). Benzodiazepine overdose has plateaued since 2010, however, opioid overdoses have
consistently still increased. (American Journal of Public Health, February 2016, Bachhuber et al.,
E1-E3) Appendix 13.0
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CDC Opioid-Prescribing Guidelines (2016)
Determining when to initiate or continue opioids for chronic pain
1. Non-pharmacologic therapy and non-opioid pharmacologic therapy are preferred for
chronic pain. Clinicians should consider opioid therapy only if expected benefits for both
pain and function are anticipated to outweigh risks to the patient. If opioids are used, they
should be combined with non-pharmacologic therapy and non-opioid pharmacologic
therapy, as appropriate.
2. Before starting opioid therapy for chronic pain, clinicians should establish treatment
goals with all patients, including realistic goals for pain and function, and should consider how
therapy will be discontinued if benefits do not outweigh risks. Clinicians should continue
opioid therapy only if there is clinically meaningful improvement in pain and function
that outweighs risks to patient safety.
3. Before starting and periodically during opioid therapy, clinicians should discuss with patients
known risks and realistic benefits of opioid therapy and patient and clinician
responsibilities for managing therapy.
Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation
4. When starting opioid therapy for chronic pain, clinicians should prescribe immediate-release
opioids instead of extended-release/long-acting (ER/LA) opioids.
5. When opioids are started, clinicians should prescribe the lowest effective dosage.
Clinicians should use caution when prescribing opioids at any dosage, should carefully
reassess evidence of individual benefits and risks when increasing dosage to ≥50
morphine milligram equivalents (MME)/day, and should avoid increasing dosage to ≥90
MME/day or carefully justify a decision to titrate dosage to ≥90 MME/day.
6. Long-term opioid use often begins with treatment of acute pain. When opioids are used
for acute pain, clinicians should prescribe the lowest effective dose of immediate-release
opioids and should prescribe no greater quantity than needed for the expected duration of
pain severe enough to require opioids. Three days or less will often be sufficient; more
than seven days will rarely be needed.
7. Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks of
starting opioid therapy for chronic pain or of dose escalation. Clinicians should evaluate
benefits and harms of continued therapy with patients at least every 3 months or more
frequently. If benefits do not outweigh harms of continued opioid therapy, clinicians
should optimize other therapies and work with patients to taper opioids to lower
dosages or to taper and discontinue opioids.
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Assessing Risk and Addressing Harms of Opioid Use
8. Before starting and periodically during continuation of opioid therapy, clinicians should
evaluate risk factors for opioid-related harms. Clinicians should incorporate into the
management plan strategies to mitigate risk, including considering offering naloxone
when factors that increase risk for opioid overdose, such as history of overdose, history of
substance use disorder, higher opioid dosages (≥50 MME/day), or concurrent
benzodiazepine use, are present.
9. Clinicians should review the patient’s history of controlled substance prescriptions using
state prescription drug monitoring program (PDMP) data to determine whether the patient
is receiving opioid dosages or dangerous combinations that put him or her at high risk for
overdose. Clinicians should review PDMP data when starting opioid therapy for chronic pain
and periodically during opioid therapy for chronic pain, ranging from every prescription to
every 3 months.
10. When prescribing opioids for chronic pain, clinicians should use urine drug testing
before starting opioid therapy and consider urine drug testing at least annually to
assess for prescribed medications as well as other controlled prescription drugs and illicit
drugs.
11. Clinicians should avoid prescribing opioid pain medication and benzodiazepines
concurrently whenever possible.
12. Clinicians should offer or arrange evidence-based treatment (usually medicationassisted treatment with buprenorphine or methadone in combination with behavioral
therapies) for patients with opioid use disorder.
*All recommendations are category A (apply to all patients outside of active cancer
treatment, palliative care, and end-of-life care) except recommendation 10 (designated
category B, with individual decision making required). (CDC, 2016)

Healthcare Professional Responsibility of Safety
The most important concept within these pain management guidelines is the intent to assist in
providing the highest level of appropriate, effective, and safe pain management for any and every
patient. It is the responsibility of all healthcare professionals to collaborate at the highest level of
care to not only “do no harm”, but also appropriately, effectively, and safely take care of a
patient’s healthcare needs considering all available resources. These guidelines are based upon
the best available evidence and clinical experience of the panel at the time of development.
These guidelines intend to increase patient, prescriber, and dispenser safety and are not to be
interpreted as a standard of care, but rather, as a resource to providers going forward as the
treatment of chronic pain evolves away from chronic opioid use to other evidence based
therapies.
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Conclusion
One must agree that something, or better yet, some things need to change in order to address the
psychological, moral, social, and healthcare concerns embedded within the cultural issue of
substance use disorders and overdoses stemming from an overreliance on prescription pain
medications within pain management. The work of this panel is intended to not only provide a
risk reduction process, but ultimately to improve patient care and preserve human lives. By
collaborating together and utilizing the steps within the proposed risk reduction process and the
clinical pain treatment algorithms, healthcare professionals can best serve the needs of our
residents to go beyond doing no harm, to provide appropriate, safe, and effective care. All
healthcare professionals have a corresponding responsibility to not only ensure that any
medication, controlled substances in particular, are being issued for a legitimate medical purpose
by an individual practitioner acting in the usual course of his/her professional practice, but also
to ensure appropriate patient care in general. Inherent within this concept, and this pain
management guidance overall, is an effort of teamwork amongst healthcare professionals to seek
additional professional opinions when appropriate, and ultimately ensure the highest level of
patient care. Continued healthcare professional education can naturally allow said professionals
to then educate the general population, and we, as a society, will then make large steps forward
in addressing this impactful issue of epidemic proportion.
In summary, the preceding guidance on safe and effective pain management is intended to
ultimately preserve our primary goal as healthcare professionals, of improving the quality of
human life and saving lives.
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Appendix 1.2
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Appendix 1.3
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Appendix 1.4
Current Opioid Misuse Measure, COMM (Butler S, 2007)
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Appendix 1.5
Pain Medication Questionnaire, PMQ (Adams L, 2004)
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Summarized Directions for Use
Sum each answer’s Number (see below), the higher the sum, the higher the
amount of behaviors associated with potential risk for opioid misuse.
Number equals either the (# of Times) or the (# of Conditions minus 1), or a scale of:
Never = 0, Occasionally = 1, Sometimes = 2, Often = 3, & Always = 4
38

Appendix 1.6
Prescription Drug Use Questionnaire, PDUQ (Compton P, 2008)

Each “Y” or “Yes” is scored as 1 point. Sum of points greater than 10 warrant possible
medication agreement violation-related discontinuation of treatment, or at least further
discussion.
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Appendix 2.0
Population PGx metabolic differences
(Singh, 2008)
Enzyme

Metabolizer Phenotype

Asians

Blacks

Whites

CYP2C9

Poor

0.4%

0.0%

1.0%

Intermediate

3.5%

13%

33%

Poor

18-23%

1.2-5.3%

2-5%

Intermediate

30%

29%

18%

Poor

1-4.8%

1.9-7.3%

7-10%

Intermediate

51%

30%

1-2%

Ultra-Rapid

09-21%

4.9%

1-5%

CYP2C19

CYP2D6
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Appendix 3.0
Items to include in a Patient & Provider(s) Agreement (CDC, 2016)
•

•
•
•

•

•
•
•

•

•

•

Expected benefits of opioids, explaining that while opioids can reduce pain during short-term
use, there is no good evidence that opioids improve pain or function with long-term use and
that complete relief of pain is unlikely.
Emphasize improvement in function as a primary goal and that function can improve even
when pain is still present.
Advise patients about serious adverse effects of opioids, including potentially fatal
respiratory depression and development of a potentially serious lifelong opioid use disorder.
Advise patients about common effects of opioids, such as constipation, dry mouth, nausea,
vomiting, drowsiness, confusion, tolerance, physical dependence, and withdrawal symptoms
when stopping opioids.
Discuss effects that opioids may have on ability to safely operate a vehicle, particularly when
opioids are initiated, when dosages are increased, or when other central nervous system
depressants, such as benzodiazepines or alcohol, are used concurrently
Discuss increased risks for opioid use disorder, respiratory depression, and death at higher
dosages, along with the importance of taking only the amount of opioids prescribed.
Review increased risks for respiratory depression when opioids are taken with
benzodiazepines, other sedatives, alcohol, illicit drugs such as heroin, or other opioids.
Discuss risks to household members and other individuals if opioids are intentionally or
unintentionally shared with others for whom they are not prescribed, including the possibility
that others might experience overdose at the same or at lower dosage than prescribed for the
patient and that young children are susceptible to unintentional ingestion. Discuss storage of
opioids in a secure, preferably locked location and options for safe disposal of unused
opioids.
Discuss the importance of periodic reassessment to ensure opioids are helping to meet patient
goals and to allow opportunities for opioid discontinuation and consideration of additional
non-pharmacological and non-opioid pharmacologic treatment options if opioids are not
effective or are harmful.
Discuss planned use of precautions to reduce risks, including use of Prescription Drug
Monitor Program (PDMP) information and urine drug testing. Consider including discussion
of naloxone use for overdose reversal.
Consider whether cognitive limitations might interfere with management of opioid therapy
(for older adults in particular), and if so determine whether a caregiver can responsibly comanage medication therapy. Discuss the importance of reassessing safer medication use with
both the patient and caregiver.
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Appendix 3.1 American Association of Pain Management (AAPM) 2 Samples
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Appendix 3.2 PainEDU Sample
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Appendix 3.3 (Low Literacy PainEDU Example)

Pain Medicine Agreement
This agreement has 4 parts.
Part 1. Tells you how and when to take your pain medicine.
Part 2. Lists things you agree to do.
Part 3. What could happen if you do NOT do the things listed in Part 2.
Part 4. Sign the form.
You and [INSERT OPIOID PRESCRIBER NAME] must sign the form.

PART 1. MY PAIN MEDICINE

PART 2. THINGS I AGREE TO DO
I will…


only get my pain medicine from [OPIOID PRESCRIBER’S]
office.



take my pain medicine as listed in Part 1.
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tell my other doctor(s) that I am taking pain medicine.



tell [OPIOID PRESCRIBER] about ALL of the medicines (over-thecounter, herbs, vitamins, those ordered by other doctors) I am taking.



tell [OPIOID PRESCRIBER] about all of my health problems.



allow [OPIOID PRESCRIBER] to talk with other doctors about my
health problems.



only ask for refills during an office visit (Monday to Friday from 8:00

am to 5:00 pm).


tell [OPIOID PRESCRIBER] if I get pain medicine from another doctor or
emergency room.



call [OPIOID PRESCRIBER’S] office at least 24 hours in advance if I need to
cancel my appointment.



keep my pain medicine in a safe place AND away from children.



get my pain medicine from only [INSERT PHARMACY NAME].

Address: __________________________
Phone Number: ____________________


bring all of my unused pain medicine in their pharmacy bottles
the next time I come to see [OPIOID PRESCRIBER]. He/she may count the
number of pills in my bottle(s).



allow [OPIOID PRESCRIBER] to check my urine (pee) or blood to see what
drugs I am taking.

I will NOT…


share, sell or trade my pain medicine with anyone.



use someone else’s medicine(s).



use illegal drugs (crystal meth, marijuana, cocaine).



change how I take my medicine(s) without asking [OPIOID
PRESCRIBER].
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ask [OPIOID PRESCRIBER] for extra refills if I use up my supply before my
next appointment.



ask [OPIOID PRESCRIBER] for extra refills if I lose or misplace mine.

PART 3. I UNDERSTAND
If I do not do all of the things listed in Part 2,
[OPIOID PRESCRIBER]:


will no longer order pain medicine for me.



may stop giving me medical care.



may send me to drug abuse treatment.

I know…
[OPIOID PRESCRIBER] and my pharmacy may work with the police to
look at any misuse or sale of my pain medicine.
If I drive while taking pain medicine, I can be charged with driving
under the influence (DUI). If I am charged with DUI while taking pain
medicine, [OPIOID PRESCRIBER] is not to blame.
PART 4. SIGN THE FORM
Sign your name and write the date.
______________________________
Sign your name
__________________
Print your first name

_________________
Date

__________________________
Print your last name

__________________________________________________
Street
City
State Zip Code
_______________________
Opioid Prescriber Name
_______________________
Opioid Prescriber Signature
_______________________
Date
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Appendix 3.4 (Veteran’s Affairs Sample)

Opioid Treatment Agreement
1.

I understand that my provider and I will work together to find the most appropriate treatment for my chronic
pain. I understand the goals of treatment are not to eliminate pain, but to partially relieve my pain in order to
improve my ability to function. Chronic opioid therapy is only ONE part of my overall pain management plan.

2.

I understand that my provider and I will continually evaluate the effect of opioids on achieving the treatment
goals and make changes as needed. I agree to take the medication at the dose and frequency prescribed by my
provider. I agree not to increase the dose of opioids on my own and understand that doing so may lead to the
treatment with opioids being stopped.

3.

I understand that the common adverse effects of opioid therapy include constipation, nausea, sweating, and
itchiness of the skin. Drowsiness may occur when starting opioid therapy or when increasing the dosage. I agree
to refrain from driving a motor vehicle or operating dangerous machinery until such drowsiness disappears.

4.

I will not seek opioid medications from another physician for the treatment of my chronic pain. Regular followup care is required and only my provider will prescribe these medications for my chronic pain for me at
scheduled appointments.

5.

I will attend all appointments, treatments, and consultations as requested by my providers. I will attend all pain
appointments and follow pain management recommendations.

6.

I will not give or sell my medication to anyone else, including family members; nor will I accept any opioid
medication from anyone else. I agree to be responsible for the secure storage of my medication at all times. If
these medications are stolen, I will report this to police and my provider and will produce a police report of this
event if requested to do so.

7.

I understand that if my prescription runs out early for any reason (for example, if I lose the medication or take
more than prescribed), my provider may not prescribe extra medication for me. I may have to wait until the next
prescription is due.

8.

I understand that the use of other medications can cause adverse effects or interfere with opioid therapy.
Therefore, I agree to notify my provider of the use of all substances, including marijuana, alcohol, medications
not prescribed for me (tranquilizers), and all illicit drugs.

9.

I agree to periodic unscheduled drug screens.

10. I understand that I may become physically dependent on opioid medications, which in a small number of
patients may lead to addiction. I agree that if necessary, I will permit referral to addiction specialists as a
condition of my treatment plan.
11. I understand that my failure to meet these requirements may result in my provider choosing to stop writing
opioid prescriptions for me. Withdrawal from the medications will be coordinated by the provider and may
require specialist referrals.
12. I hereby agree that my provider has the authority to discuss my pain management with other health care
professionals and my family members when it is deemed medically necessary in the provider’s judgment.
13. My providers may obtain information from State controlled substances databases and other prescription
monitoring programs.
Signatures: ________________________________

____________________________________
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Appendix 4.0
Appendix 4.1 (PEG)
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Appendix 4.2 (CGPS)
The Graded Chronic Pain Scale
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Appendix 4.3 (BPI)
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Appendix 5.0
(Depression Screenings)

Appendix 5.1 (PHQ-2)
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Appendix 5.2 (PHQ-9)
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Appendix 5.3 (BDI)
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Appendix 6.0
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Appendix 7.0
Naloxone Information
Appendix 7.1
Patient/family/friend candidates for being prescribed take-home naloxone
(Instructions for Healthcare Professionals: Prescribing Naloxone, 2016)
•
•
•
•
•

Receiving emergency medical care involving opioid intoxication or overdose
Suspected history of substance abuse or nonmedical opioid use
Starting methadone or buprenorphine for opioid use disorder
Higher dose opioid use (>50mg MME per day)
Receiving any opioid prescription for pain plus:
•

Rotating from one opioid to another because of possible incomplete cross-tolerance

•
•
•

•
•

Respiratory Condition (i.e. Smoking, COPD, emphysema, asthma, sleep apnea, etc.)
Renal dysfunction, hepatic disease, cardiac illness, HIV/AIDS
Known or suspected concurrent alcohol use
• A benzodiazepine or other sedative prescription (i.e. muscle relaxer, hypnotic, etc.)
• Concurrent antidepressant prescription
Who may have difficulty accessing emergency medical services (i.e. distance, rural, etc.)
Voluntarily request naloxone by oneself or a caregiver

Appendix 7.2
SAMHSA Naloxone Administration Guidelines (Substance Abuse & Mental Health Service Administration)
1. Check for signs of opioid overdose
• Unconscious and unarousable, slow or absent breathing, gurgling or snoring
sounds, pinpoint pupils, pale clammy skin, blue fingernails or lips, slow or no
heart beat
2. Call EMS (911) to access immediate medical attention*
3. Administer naloxone while in the rescue position (see below)*
4. Clear Airway & Rescue breathe if patient not breathing*
5. Stay with the person and monitor their response until emergency medical assistance
arrives. After 2-5 minutes, repeat the naloxone dose if person is not awakening or
breathing well enough (10 or more breaths per minute)
*Order depending on the source of guidance.
Rescue Position
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Appendix 8.0
WV Regulations on the PDMP/CSMP
*available online at www.legis.state.wv.us, as Senate Bill 437 of the year 2012
§60A-9-5. Confidentiality; limited access to records; period of retention; no civil liability
for required reporting.
(e) All practitioners, as that term is defined in section one hundred-one, article two of this
chapter who prescribe or dispense schedule II, III, or IV controlled substances shall have online
or other form of electronic access to the West Virginia Controlled Substances Monitoring
Program database;
§60A-9-5a. Practitioner requirements to conduct annual search of the database.
(a) Upon initially prescribing or dispensing any pain-relieving controlled substance for a
patient and at least annually thereafter should the prescriber or dispenser continue to treat the
patient with controlled substances, all persons with prescriptive or dispensing authority and in
possession of a valid Drug Enforcement Administration registration identification number and,
who are licensed by the Board of Medicine as set forth in article three, chapter thirty of this code,
the Board of Registered Professional Nurses as set forth in article seven, chapter thirty of this
code, the Board of Dental Examiners as set forth in article four, chapter thirty of this code and
the Board of Osteopathy as set forth in article fourteen, chapter thirty of this code shall access the
West Virginia Controlled Substances Monitoring Program database for information regarding
specific patients for whom they are providing pain-relieving controlled substances as part of a
course of treatment for chronic, nonmalignant pain but who are not suffering from a terminal
illness. The information obtained from accessing the West Virginia Controlled Substances
Monitoring Program database for the patient shall be documented in the patient’s medical record.
A pain-relieving controlled substance shall be defined as set forth in section one, article three-a,
chapter thirty of this code.
§60A-9-7. Criminal penalties.
(d) Any prescriber or dispenser who is required to access the information contained in the West
Virginia Controlled Substances Monitoring Program database as set forth in subsection (a) of
section five-a of this article and fails to do so as directed by the rules of their licensing board
shall be subject to such discipline as the licensing board deems appropriate.
§16-5H-4. Operational requirements.
(7) A person may not dispense any medication, including a controlled substance, as defined by
section one hundred one, article one, chapter sixty-a of this code, on the premises of a licensed
pain management clinic unless he or she is a physician or pharmacist licensed in this state. Prior
to dispensing or prescribing controlled substances, as defined by section one hundred one, article
one, chapter sixty-a of this code, at a pain management clinic, the treating physician must access
the Controlled Substances Monitoring Program database maintained by the Board of Pharmacy
to ensure the patient is not seeking controlled substances from multiple sources. If the patient
receives ongoing treatment, the physician shall also review the Controlled Substances
Monitoring Program database at each patient examination or at least every ninety days. The
results obtained from the Controlled Substances Monitoring Program database shall be
maintained with the patient's medical records.
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Appendix 9.0
Urine Drug Screening/Testing
Appendix 9.1

Alternative Drug Screening Methods ((SAMHSA), 2006) & (USDTL, 2016)
Body Product

Drug Detection Time

Urine

2–4 days

Breath (alcohol)
Saliva
Sweat
Blood

12–24 hours
12–24 hours
1–4 weeks
12–24 hours
Up to 20 Weeks
(Mother’s Use Substances)
4–6 months

Meconium (Neonates)
Hair & Fingernail
Appendix 9.2

Urine Drug Screening vs. Testing (Webster, The Role of Urine Drug Testing in Chronic Pain

Management: 2013 Update, 2013)

Urine Drug Screening (UDS)
Immunoassay screen (i.e. Cup)
In-office, point-of-care, or lab-based
Results within minutes
Detects a few legal & illicit medications by
structural class
Guidance for preliminary treatment decisions
Cross-reactivity common: more false positives
Higher cutoff levels: more false negatives
$

Urine Drug Testing (UDT)
GC-MS or LC-MS/MS
Laboratory, highly specific and sensitive
Results in hours or days
Measures concentrations of all medications, illicit
substances, & metabolites
Definitive identification & analysis
False-positive results are rare
False-negative results are rare
$$$

Appendix 9.3
Frequency of Screening/Testing (Owen G, 2012)
Depending upon opioid abuse risk level/score from risk screening
Risk
Low
Moderate
High

Urine Drug Tests per Year
1 or 2
3 or 4
4 or every month, office visit, or medication refill
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Appendix 9.4

Urine Toxicology Detection Periods ((SAMHSA), 2006)
Substance

Typical Urine Detection Period

Amphetamine or methamphetamine
Barbiturates
Short-acting—Secobarbital
Long-acting—Pentobarbital
Phenobarbital
Benzodiazepines
Therapeutic dose
Chronic dosing
Cocaine
Cannabinoids
Casual use
Daily use
Chronic use
Ethanol (alcohol)

2–4 days

Phenanthrene Opioids (i.e. codeine, morphine)

Methadone
Propoxyphene
Ecstasy/euphorics
PCP (Acute use/Chronic Use)

1–2 days
2–4 days
10–20 days
3–7 days
Up to 30 days
1–3 days
1–3 days
5–10 days
Up to 30 days
12–24 hours
1–3 days
2–4 days
6–48 hours
1–5 days
2–7 days/Up to 30 Days
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Appendix 9.5
Urine Drug Screening Cross-Reactants (Owen G, 2012)
Drug
Cannabinoids

Cross-Reactant
NSAIDs, dronabinol, promethazine, & pantoprazole

Opioids

poppy seeds, chlorpromazine, rifampin, dextromethorphan, quinolones,
diphenhydramine, & quinine

Amphetamines

methylphenidate, trazodone, bupropion, amantadine, propranolol, labetalol,
ranitidine, & menthol

PCP

ibuprofen, tramadol, chlorpromazine, venlafaxine, thioridazine, meperidine,
dextromethorphan, diphenhydramine, & doxylamine

Benzodiazepines
Alcohol
Methadone

oxaprozin, sertraline, & some herbals
asthma inhalers
quetiapine

Appendix 9.6
Urine Drug Screening/Testing Results (Smith, Opioid Metabolism, 2009)

Opioid
morphine
hydromorphone
hydrocodone
codeine
oxycodone
oxymorphone
fentanyl
tramadol
methadone
heroin

Opioids Expected in Testing Results
(Based on Metabolites)
morphine & hydromorphone*
hydromorphone
hydrocodone & hydromorphone
codeine, hydrocodone*, morphine, & hydromorphone
oxycodone & oxymorphone
oxymorphone
fentanyl
tramadol
methadone
heroin, morphine, & hydromorphone

*Very low levels
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Appendix 10.0

Non-Pharmacological Options
Non Pharmacological Pain Treatment Options
GOALS
1. Reduce Pain (Not Eliminate)
2. Improve Social, Emotional, & Physical Function

Active

Passive

Cardio and/or Resistance Exercise
Aquatic Exercise
Walking Aids
Yoga
Tai Chi
Qigong
Meditation
Hypnosis
Relaxation
Cognitive Behavioral Therapy
Acceptance & Commitment Therapy
Biofeedback
Graded Motor Imagery
Occupational/Physcial Therapy

Nutrition
Heat or Cold
TENS or EMS Devices
Hyperbaric Oxygen
Spinal Manipulation (Chiropractor) or Massage
Ultrasound
Paraffin Wax
Infrared Light
Spinal Traction
Acupuncture
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Appendix 11.0
Pharmacological Options
Non-Opioids
Acetaminophen
Inhibits prostaglandin synthesis in the CNS (Antipyretic)
Maximum Daily Doses
• 3,000mg (Over-The-Counter Self Use or for patients </= 65 years old)
• 4,000mg (Under Prescriber Supervision)
• 2,000mg (liver or kidney conditions)
• Greater than 7,500mg will result in liver damage
• Greater than 25g is deadly.
NSAIDs
Inhibit lymphocytes, neutrophils, and also prostaglandin synthesis in the CNS & PNS
Decreases GFR, but increases urinary excretion of urates (helpful in the treatment of gout)
Caution use for patients with Asthma (increased production of leukotrienes)
COX-1 Selective NSAIDs: Higher GI Risk
COX-2 Selective NSAIDs: Higher Cardio Risk
aspirin: Strong COX-1 Inhibitor
naproxen: Moderate-High GI Risk & Moderate Cardio Risk
ibuprofen: Moderate GI Risk & Moderate Cardio Risk
meloxicam: Low GI Risk & Moderate Cardio Risk (Danelich IM, 2015)
etodolac: Strong COX-2 Inhibitor
Topical NSAIDs (diclofenac)
• Gels, Patch, & Solution
– Dimethyl-sulfoxide (DMSO) ADEs: Garlic Breath GI, drowsiness,
headache, etc.
L-methylfolate
L-methylfolate is a nutritional supplement, thus lacking evaluation for safety and
efficacy. Folate is the general term that refers to a variety of chemical forms of
folic acid. Levomefolate, or L-methylfolate, is the biologically active form of
folate. Folic acid is the synthetic form of folate found in enriched food and
supplements. Dihydrofolate is the dietary form of folate found naturally in foods.
Both folic acid and dihydrofolate must undergo enzymatic reduction by
methylenetetrahydrofolate reductase (MTHFR) to L-methylfolate. L-methylfolate
readily crosses the blood brain barrier where it modulates the formation of
monoamines called serotonin, norepinephrine, and dopamine. Depression and pain
have been associated with an imbalance of these neurotransmitters. L-methylfolate
supplementation may increase monoamine synthesis and augment a patient’s
depression therapy or pain management as demonstrated in several studies (Trippe
B, 2016).
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Topical Lidocaine
Lidocaine 4% OTC Cream
• Apply for 30 minutes, pain relief lasts ~30 minutes after removal
Lidocaine 5% Patch
• Apply patch daily (up to 3 at a time) for 12 hours on & 12 hours off
• ~40% released in 1st hour, then continues to release for almost 5 days
Eutectic Mixture of Local Anesthetics (EMLA) Cream
• Lidocaine & prilocaine
• Apply (occlusion) for 1 to 2 hours, pain relief lasts ~1 to 2 hours after removal
Topical Capsaicin
• OTC 0.025% & 0.075% Creams & Patches (applied 2-4x/day)
• Prescription 8% Patch
• Applied x 60 minutes q 3 months (pretreat area with local anesthetic)
Topical Counterirritants
• Salicylates, menthol, camphor, etc.
• Flood sensory gates of pain and touch/temperature to theoretically reduce pain
perception
Topical Arnica (Gel, Cream, & Ointment)
• Thought to work by reducing swelling and decreasing pain.
Topical Compounded Medications
Some examples of medications being used in compounded topicals include Ketamine,
Gabapentin, Clonidine, Baclofen, etc.

Gabapentinoids
Gabapentin (possible abuse potential as a non-controlled substance)
• Common Side Effects: Dizziness & Sedation
• Maximum Recommended Daily Dose: 3,600mg (Also requires Renal
Adjustment)
Pregabalin
• Common Side Effects: Dizziness, Sedation, and Edema
• Neuropathic Edema does not respond to diuretic medications
• Typically has a quicker dose titration period compared to gabapentin
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SNRIs (Serotonin & Norepinephrine Re-Uptake Inhibitors)
• duloxetine, venlafaxine, desvenlafaxine, milnacipran, & levomilnacipran
• Norepinephrine Agents (SNRIs) work for pain, whereas Serotonin Agents (SSRIs) do
NOT work for pain
•

•

venlafaxine: Doses >/= 75mg/day act as SNRI, whereas doses </=75mg/day act as SSRI

Common Side Effects: Nausea, dry mouth, fatigue, and somnolence.

TCAs (Tri-Cyclic Antidepressants)
• Secondary amines (desipramine & nortriptyline) have less side effects and shorter
half-lives than tertiary amines (amitriptyline).
• Have been reported to increase serum opioid levels when used in combination, due to
competitive protein binding.
• Common Side Effects: Orthostatic hypotension, drowsiness, & withdrawal with
abrupt discontinuation (along with typical anti-cholinergic & anti-histaminic adverse events)
Atypical Antidepressants
bupropion
• NDRI (Norepinephrine & Dopamine reuptake inhibitor)
mirtazapine
• NaSSA (Norepinephrine & Specific Serotonergic)
AEDs (Anti-Epileptic Drugs)
1st Generation
• carbamazepine, phenytoin, & valproic acid
nd
2 Generation
• lamotrigine, levetiracetam, topiramate, oxcarbazepine, & zonisamide
Increase GABA’s decrease of glutamate, thus reducing pain
Stand-Out Side Effects: Rashes, Bone Fracture Risk, & Neurocognitive
Muscle Relaxers
Used for the relief of muscle spasms with acute pain
Not recommended for chronic everyday use
Common Medications:
• cyclobenzaprine is structurally related to amitriptyline
• Common Side Effects: anticholinergic side effects
• tizanidine is central acting alpha-2 receptor agonist which acts at presynaptic
receptors (thought to be a GABA agonist, thus decreasing glutamate as a pain transmitter).
• Common Side Effects: orthostatic hypotension and rebound hypertension
• Major Drug Interaction: ciprofloxacin.
• baclofen is thought to reduce substance-P and also as a GABA agonist, thus
decreasing glutamate as a pain transmitter.
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Interventional Therapy
• Trigger Point Injections (specific muscle area)
• Peripheral nerve injection (specific nerve)
• Intra-articular Injections (directly into the joint)
• Viscosupplementation (hyaluronic or hylan derivatives into the joint)
• Epidural Injections (between dura mater and vertebrae)
• Intrathecal Injections (sheath surrounding the spinal cord)
• Spine Related Nerve Blocks
– Transforaminal Epidural Injections
– Selective nerve-root block (where nerve exits spinal column)
– Facet Joint Block
– Medial Branch Block (nerve to the joint)
– Facet Neurotomy (heated needle burns nerve)
– Sacroiliac Joint Block (connect L1-5 to pelvis)
Spinal Cord Stimulation (SCS) and Dorsal Root Ganglion Stimulation (DRGS)
A method of changing the neural transmission of pain fibers in the spinal column as they travel
to the brain for processing. The SCS or DRGS systems involve leads that are implanted in the
epidural space and then are connected to a computer that shapes the electrical field and change
the nervous system.
Implantable/Intrathecal morphine/baclofen/ziconotide
Delivers pain medication directly to the intrathecal space around the spinal cord via an implanted
pump. Pump is implanted during a surgical procedure, and medication injected through the skin
into the pump reservoir periodically (i.e. monthly).
• FDA approved: morphine, baclofen, & ziconotide
– ziconotide: derived from marine snail toxin, Inhibits Ca Channels
Botox
Treat headaches, neck pain, & muscle stiffness (elbow, wrist, & fingers)
• ONAbotulinumtoxinA
• ABObotulinumtoxinA
• INCObotulinumtoxinA
• RIMAbotulinumtoxinB
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Opioids
Controlled Substance Classes
Controlled Substance Class
Four (C4)
Three (C3)
Two (C2)

Medications
tramadol & pentazocine/naloxone
buprenorphine, APAP/codeine
tapentadol, morphine, hydrocodone, hydromorphone,
oxycodone, oxymorphone, methadone, & fentanyl

Morphine Milligram Equivalents (MMEs)
Medication

MME Factor

MME Relative Doses

Tramadol

0.1

300mg

Meperidine

0.1

300mg

Codeine

0.15

200mg

Dihydrocodeine

0.25

120mg

Pentazocine

0.37

~100mg

Tapentadol

0.4

75mg

MORPHINE

1

30mg

Hydrocodone

1

30mg

Opium

1

30mg

1.5

20mg

Oxymorphone

3

10mg

Heroin (SC Diacetylmorphine)

3

10mg

Hydromorphone

4

7.5mg

Methadone

4

7.5mg

21-40 mg/day

8

3.75mg

41-60 mg/day

10

3mg

>/=61 mg/day

12

2.5mg

Oxycodone

1-20 mg/day

Levorphanol

11

~3mg (2mg available)

Fentanyl Transdermal (TD) Patch

7.2 (Divide By Days)

12.5mcg/hr Patch

Buprenorphine TD Patch

12.6 (Divide By Days)

15mcg/hr Patch

Buprenorphine SL & Buccal

0.03

1000mcg (900 mcg Available)

Adapted from: (CMS, 2015), (CDC, 2016)
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Therapeutic Classes & Examples
Mixed Action Opioids
tramadol, Controlled Substance Class FOUR (C4)
• Weak Mu Agonist & SNRI
• Maximum Recommended Daily Dose: 300mg
• Onset of Action: approximately 1 hour
• Common Side Effects
• constipation, somnolence, dizziness, nausea, vomiting, and pruritus
• Major Interactions: Serotonin Related Medications, leading to Serotonin
Syndrome
tapentadol, Controlled Substance Class TWO (C2)
• Weak Mu Agonist & Norepinephrine Uptake Inhibitor (MOR-NRI)
• Less concern for serotonin interactions
• Onset of Action: approximately 30 minutes
IR/ER Opioids
acetaminophen with codeine, Controlled Substance Class THREE (C3)
• Codeine is metabolized by the liver, by CYP2D6, to morphine. Pharmacogenic tests
can predict whether a person will metabolize codeine to a higher, typical, or lower
degree compared to the average, and can be very useful when selecting a codeine
dosage for patients.
• Codeine has a higher chance of patients experiencing two of the more common opioid
side effects of nausea/vomiting and constipation.
buprenorphine (+/- naloxone), Controlled Substance Class THREE (C3)
Partial mu agonist and Kappa antagonist, CYP3A4 Metabolism
Ceiling Effect: Low Dose provides pain relief followed by no feeling of “high”
buprenorphine ALONE
• Subutex© (SL Tablet)
• Butrans© (Weekly Transdermal Patch, 5-20mcg/hr)
 MME<30 (5mcg/hr) or MME 30-80 (10mcg/hr); titrate every 3 days
• Belbuca© (Buccal Film), Apply Numbered Film Side to Cheek
buprenorphine & naloxone
• Suboxone© (SL Films & SL Tablets)
• Zubsolv© (SL Tablets)
• Bunavail© (Buccal Film)
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methadone, Controlled Substance Class TWO (C2)
Mu Agonist, SNRI, & NMDA Antagonist
• S-methadone
• Primarily metabolized via CYP2B6, affects potassium channels (Affects QTc
Intervals)
• R-methadone
• Primarily metabolized via CYP3A4, & is an NMDA Antagonist (Produces
Analgesia)
• Overall Metabolism: CYP 3A4, 2D6, 2C19, & 2C9
• Half-Life : FIVE (5) Days (Requires 4-7 days to reach steady state)
• Recommend an initial dose of 15mg/day (5mg three times daily) with no dose
changes recommended in initial week, followed by a gradual increase of 10mg/day
each week (Webster, What are best safety practices for use of methadone in the
treatment of pain?, 2012)
morphine, Controlled Substance Class TWO (C2)
MSIR, MSContin, Kadian, MorphaBond & Embeda
hydrocodone & hydromorphone
Controlled Substance Class TWO (C2)
Hydrocodone is metabolized to hydromorphone
Hydrocodone ER Products: QD tablet & Q12 capsule
oxycodone & oxymorphone
Controlled Substance Class TWO (C2)
Oxycodone is metabolized to oxymorphone
pentazocine, Controlled Substance Class FOUR (C4)
IV Solution, Weak Mu Antagonist & Weak Kappa Agonist
Common Side Effect: Hallucinations
pentazocine/naloxone, Controlled Substance Class FOUR (C4)
PO Tablet
Weak Mu Antagonist & Weak Kappa Agonist (naloxone is an opioid antagonist)
fentanyl, Controlled Substance Class TWO (C2)
Formulations include effervescent tablets, sublingual tablets, transmucosal film,
intranasal spray, lollipops, transdermal, IV, & Oral
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Opioid Dosing for Renal & Hepatic Impairment
Renal Dosing
Hepatic Dosing

Opioid

morphine
codeine

hydrocodone

hydromorphone

oxycodone
methadone
oxymorphone

tramadol
buprenorphine

GFR > 50mL/min: No adjustment
GFR 10-50 mL/min: 75% of normal dose.
GFR < 10 mL/min: 50% of normal dose.
GFR > 50mL/min: No adjustment
GFR 10-50 mL/min: 75% of normal dose.
GFR < 10 mL/min: 50% of normal dose.
Mild renal impairment
Q12 Capsule: Opioid Naïve Dosing & Monitoring.
QD Tablet: No adjustment needed.
Moderate/Severe renal impairment
Q12 Capsule: Opioid Naïve Dosing & Monitoring
QD Tablet: One-half of starting dosing

Severe impairment or cirrhosis: Increase dosing interval by
1.5 to 2 times (less frequent dosing).

CrCl > 60 m L/min: No adjustment
CrCl 40-60 mL/min: 50% of t ypical dose
CrCl <40 m L/min: 25% of t ypical dos e, & ER
products may not provide n eed ed dosing
flexibilit y.

Oral IR
Moderate impairment: Reduced typical dosing.
Severe impairment: Opioid Naïve Dosing.
Oral ER
Moderate hepatic impairment: 25% of the typical dose.
Severe hepatic impairment: Avoid use.

CrCl < 60 mL/minute:
Serum concentration is ~50% high er
CrCl >/= 10 mL/min: Opioid Naïve Dosing &
Monitoring.
CrCl < 10mL/min: 50%-75% lower dose
CrCl < 50 mL/min
IR use in all patients: Opioid Naïve dosing
ER use in Opioid Naïve patients:
Initiate 5 mg dose.
ER use in Opioid Experienced patients:
50% reduction from typical dose.
CrCl < 30 mL/min
IR: Up to 100mg every 12 hours
ER Not Recommended.
Mild/Moderate impairment: it appears no
adjustment is needed.

Initiate at 1/3rd to 1/2 the typical dose and titrate with caution.

Severe impairment: Opioid Naïve dosing &
Monitoring

fentanyl

meperidine

Transdermal patches
GFR 30-80 mL/min: 50% typical dose.
GFR < 30 mL/min: Not recommend ed.
All Other dosage forms
Opioid Naïve Dosing & Monitoring
Avoid use.

Metabolized via CYP2D6 to morphine; no quantitative
reco mmendations are available, thus analgesic
effectiveness is not expected.
Mild/Moderate hepatic impairment
Opioid Naïve Dosing & Monitoring for ADEs.
Severe hepatic impairment
Q12 Capsule: 10 mg every 12 hours.
QD Tablet: One-half opioid naïve dose.

Because there are no quantitative reco mmendations
are available, start with Opioid Naïve Dosing &
Monitoring.
Mild impairment (IR): Opioid Naïve dosing & Monitoring
Mild impairment (ER):
Opioid Naïve patients: Initiate 5 mg dose.
Opioid Experienced patients: 50% reduction
Moderate/Severe Impairment: Avoid use.
IR: 50 mg every 12 hours.
ER: use not recommended.
Tablets
Severe impairment: 50% Reduction
Mild/Moderate impairment: No adjustment
Transdermal patch
Mild/Moderate impairment
Opioid Naïve: 5 mcg/hour
Opioid Experienc ed: No adjustment
Severe impairment: Not rec om mended
Buccal film
Severe impairment: 50% Reduction
Mild/Moderate impairment: No adjustment

Transdermal patches
Severe impairment: Avoid use.
Mild/Moderate impairment: Reduce 50 % All Other
dosage forms
Opioid Naïve Dosing & Monitoring
Opioid Naïve dosing & monitoring

Renal & Hepatic Dosing
Opioid Naïve Dosing & Monitoring: Dose of respective opioid medication that someone never having taken the
respective opioid medication in the past would safely be started at (i.e. a safe low dose) and appropriately and
gradually titrated to reach goal of reduced pain and acceptable lack of side effects. Continually monitor for all side
effects, especially respiratory depression, with possibility of keeping naloxone on hand as appropriate.
1.
2.
3.

DRUGDEX® System [Internet database]. Greenwood Village, Colo: Thomson Micromedex. Updated periodically. Accessed
March 14, 2016.
Clinical Pharmacology [Internet database]. Gold Standard, Inc., 2007. Available at: http://www.clinicalpharmacology.com.
Accessed: March, 14, 2016.
Lexi-Comp [Internet database]. Hudson, OH: Wolters Kluwer. Updated periodically. Accessed March 14, 2016.
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Metabolism
It is important to understand how an opioid, or any medication, is metabolized in the human
body taking into account pharmacogenetic differences and possible drug-drug interactions.
(Smith, Opioid Metabolism, 2009)
Opioid
morphine
codeine
hydrocodone
oxycodone
methadone
tramadol
fentanyl
hydromorphone
oxymorphone

Phase 1 Metabolism (CYP450)
2D6
2D6
2D6 & 3A4
2B6, 2C8/9/19, 2D6, & 3A4
2D6 & 3A4
3A4
-

Phase 2 Metabolism
Glucuronidation (UGT2B7)
Glucuronidation (UGT2B7)
Glucuronidation (UGT2B7)

Opioid

Inactive Metabolite

Active Metabolite

morphine

normorphine

hydromorphone

hydromorphone
hydrocodone
codeine
oxycodone
oxymorphone
fentanyl
tramadol
methadone
heroin

minor

-

Morphone-3-Glucuronide
(M3G) & morphine-6Glucuronide (M6G)
H3G

norhydrocodone

hydromorphone

-

norcodeine

hydrocodone & morphine

-

-

oxymorphone

noroxycodone

oxymorphone-3-glucuronide

-

6-hydroxy-morphone

norfentanyl

-

-

nortramadol

-

O-des-methyl-tramadol

multiple

-

-

normorphine

morphine

6-mono-acetyl-morphine

(Identical to Rx opioids)

Active Metabolite

(Not

Identical to Rx opioids)
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Metabolism (Continued)

81

Drug-Drug Interactions

Opioid

CYP450
Enzyme
2D6

Common Interacting
Medications(s)
celecoxib, duloxetine,
bupropion, fluoxetine, &
paroxetine

n/a

codeine
3A4

fentanyl

SSRIs/SNRIs
clarithromycin, diltiazem,
verapamil, & erythromycin

n/a
3A4

acyclovir
phenytoin, carbamazepine,
& phenobarbital

n/a
SSRIs/SNRIs
n/a

meperidine

cimetidine
n/a

morphine
2D6

3A4
3A4

methadone

rifampin & ranitidine
celecoxib, duloxetine,
bupropion, fluoxetine, &
paroxetine
phenytoin, carbamazepine,
& phenobarbital
clarithromycin, diltiazem,
verapamil, & erythromycin

2C9
2D6

carbamazepine
celecoxib, duloxetine,
bupropion, fluoxetine, &
paroxetine

n/a

tramadol
2D6

3A4

hydrocodone
2D6

3A4
3A4

oxycodone

SSRIs/SNRIs
celecoxib, duloxetine,
bupropion, fluoxetine, &
paroxetine
clarithromycin, diltiazem,
verapamil, & erythromycin
celecoxib, duloxetine,
bupropion, fluoxetine, &
paroxetine
phenytoin, carbamazepine,
& phenobarbital
clarithromycin, diltiazem,
verapamil, & erythromycin

Result
Inhibit conversion to active
metabolite
Increased central serotonin
levels
Increased fentanyl
concentration
Increased meperidine
concentration
Decreased meperidine
concentration
Increased central serotonin
levels
Increased meperidine
concentration
Decreased morphine
concentration & conversion
to active metabolite

Comments
Decreased Analgesia
Monitor for Serotonin
Syndrome
Adjust fentanyl dose
n/a
n/a
Monitor for Serotonin
Syndrome
Choose alternative
H2RA
May result in
decreased analgesia

Increased methadone
concentration
Decreased methadone
concentration
Increased methadone
concentration
Increases tramadol
metabolism

Avoid combination

Inhibit conversion to active
metabolite
Increased central serotonin
levels

Decreased Analgesia
Monitor for Serotonin
Syndrome

Inhibit conversion to active
metabolite
Increased hydrocodone levels
Increased oxycodone levels,
but decreased oxymorphone
(metabolite) levels
Decreased oxycodone
concentration
Increased oxycodone levels

Reduce dose of
methadone
May precipitate
opioid withdrawal
Reduce dose of
methadone

Decreased Analgesia
Adjust hydrocodone
dose

n/a
Decreased Analgesia
Adjust oxycodone
dose

1. Clinical Pharmacology [Internet database]. Gold Standard, Inc., 2007. Available at:
http://www.clinicalpharmacology.com. Accessed June 2016.
2. Common Opioid-Drug Interactions: What Clinicians Need to Know. Practical Pain Management,
2012.
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Side Effects
• Constipation
1) Encourage adequate fiber and fluid intake as well.
2) Initially starting with at least docusate 100mg (1 capsule twice daily), and possibly add
on Senna (1 tablet at bedtime) as needed. Senna dose can be increased up to 4 tablets at
bedtime (without altering the docusate dosage). Another approach is to begin with
Senokot-S (1 tablet twice daily) and titrate every 48 hours to a maximum daily dose of 8
tablets per day.
3) If there is no response from higher dose Senna and docusate within a day, then can use
Polyethylene Glycol-3350.
4) If there is still no response, then consider prescription medications such as:
• Peripheral opioid antagonists (if constipation resulted from opioid therapy)
• Naloxegol 25mg 1 hour before or 2 hours after breakfast
• Methlynaltrexone SC
• Alvimopan
• Chloride channel activators (if constipation was present prior to opioid therapy)
• Lubiprostone 24mcg PO twice daily with food and water
• Hyperalgesia (Increased Sensitivity to pain, different from tolerance)
Described as a central sensitization to pain with an increase in neurotransmitter activity
after chronic use of higher doses of opioids. Treatment for this situation includes adding
or changing pain medication to gabapentin (centralized neuropathic origin),
buprenorphine (ceiling effect), or methadone (different structural class).
Structural classes of opioids (See also appendix 7.0)
1. Phenanthrenes: morphine, codeine, hydromorphone, levorphanol, oxycodone,
hydrocodone, oxymorphone, buprenorphine, nalbuphine, and butorphanol.
(Contain a 6-hydroxyl group and a 4 ring nucleus, except morphine with a 5 ring
nucleus) higher incidence of nausea and hallucinations.
2. Benzomorphans: pentazocine, higher incidence of dysphoria
3. Phenylpiperidines: fentanyl, alfentanil, sufentanil, and meperidine (Contain a 2
ring nucleus)
4. Diphenylheptanes: propoxyphene and methadone

•

•
•
•
•
•
•
•
•
•

Itching
Opioids stimulate release of histamine, therefore 2nd generation antihistamines such as
loratadine, cetirizine, or fexofenadine can prevent/treat the itching side effect.
Sedation, Confusion, & Dizziness
Respiratory Depression
Bradycardia, Hypotension, & QT Prolongation
Nausea & Vomiting
Central Sleep Apnea
Edema & Urine Retention
Miosis (Pupil Constriction)
Myoclonus (muscle jerking)
Hypogonadism (decreased estrogen or testosterone)
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Opioid Rotation & Conversion
Opioid Rotation
(Fine P, 2009)
Step 1
• Calculate the equianalgesic dose of the new opioid based on the MME table provided.
• If switching to any opioid other than methadone, identify an “automatic dose reduction
window” of 25%–50% lower than the calculated equianalgesic dose.
• If switching to methadone, identify this window at 75%–90% lower than the
calculated equianalgesic dose. For individuals on very high opioid doses, great
caution should be exercised in converting to methadone at doses of 100 mg or
greater per day; consider inpatient monitoring, including electrocardiogram
monitoring.
• 25% reduction
 Based on clinical judgement or if the patient is undergoing a switch to a
different route of drug administration using the same drug.
• 50% reduction
 If the patient is receiving a relatively high dose of the current opioid
regimen, is not Caucasian, or is elderly or medically frail.
Step 2
• Perform a second assessment of pain severity and other medical or psychosocial
characteristics to determine whether to apply an additional increase or decrease of 15%–
30% to enhance the likelihood that the initial dose will be effective for pain, or
conversely, unlikely to cause withdrawal or opioid-related side effects.
• Have a strategy to frequently assess initial response and titrate the dose of the new opioid
regimen to optimize outcomes.
• If a supplemental “rescue dose” is used for titration, calculate this at 5%–15% of the total
daily opioid dose and administer at an appropriate interval.
Opioid Conversion (IR  ER)
(Clinical Pharmacology. Internet Database.)
As long as the same opioid medication is being converted from immediate-release
(IR) to extended-release (ER) formulation, (i.e. oxycodone IR to oxycodone ER),
directly convert total IR MME Daily Dose to ER MME Daily Dose.
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Tapering
When a patient has been selected for tapering down from a higher opioid pain medication dose, it
should be done in a systematically and clinically sound manner gradually over the course of
time, in relation to the individual patient scenario. The ultimate goal is to safely decrease the
need for the particular prescription opioid pain medication. If complete termination of care is
necessary, providers should provide emergency care until the patient has had a reasonable time
to find an alternative source of care, and provide a weaning dose of medication if appropriate. If
a patient is known to be abusing a medication but is agreeable to the idea, recommending the
initiation of a detoxification protocol may be appropriate. If opioid therapy is discontinued, the
opioid dependent patient should be provided with a safely structured tapering regimen.
Approaches to tapering range from a slow 10% reduction per week to a more aggressive 25-50%
reduction every few days. In general, a slower taper will produce fewer unpleasant symptoms of
withdrawal. Opioid withdrawal symptoms are uncomfortable, but are not dangerous, thus opioids
can be stopped abruptly when the risks outweigh the benefits. Abrupt benzodiazepine
withdrawals can be life threatening. The termination of opioid therapy should not mark the end
of treatment, but should continue with other pain management treatments, either through direct
care or referral to other health care specialists. (Association, 2014)
Nationally, an Opioid Safety Initiative (OSI) was chartered by the Under Secretary of Health in
2012 to address the research findings which described safety issues with high-dose opioids. As
suggested by the OSI, opioid prescribing practices need to change to help reduce the risk of
overdose and to prevent adverse effects. Patients may be successfully tapered to lower opioid
doses without experiencing more pain. (Harden P, 2015)
Discontinuation or termination of opioid therapy may be required for many reasons including:
(Association, 2014)
•
•
•
•
•
•
•

Resolution or healing of the pain condition
Intolerable side effects
Failure to achieve anticipated pain relief or functional improvement
Evidence of non-medical or inappropriate use
Failure to comply with monitoring, such as Urine Drug Screening/Testing
Failure to comply with patient and provider agreement
Patient exhibits drug-seeking behaviors or diversion such as:
• Selling prescription drugs
• Forging prescriptions
• Stealing or borrowing drugs
• Aggressive demand for opioids
• Injecting oral/topical opioids
• Unsanctioned use of opioids
• Unsanctioned dose escalation
• Concurrent use of illicit drugs
• Getting opioids from multiple prescribers
• Recurring Emergency department (or ER/Urgent Care) visits for chronic pain
management
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Structural Classes

Herbals & Supplements (not proven or FDA approved)
•
•
•
•
•
•

•

Alpha-Lipoic Acid
• Coenzyme naturally synthesized in the body
Acetyl-L-carnitine
• Antioxidant naturally synthesized in the body; structurally related to acetylcholine
Birch Leaves
• Contains methyl salicylate (anti-inflammatory properties)
Boswellia
• Anti-inflammatory properties
• Frankincense is an extract from the resin of the Boswellia tree
Wild, Sweet, Winter, & Sour Cherries
• Antioxidant & Anti-inflammatory properties
• CYP 3A4 interactions (Wild Cherries)
Curcumin (turmeric)
• Potent antioxidant & Cholagogue (promotes flow of bile from the liver)
• Interactions: any anticoagulation medications
Devil’s Claw
• anti-inflammatory properties
• Drug interactions: anticoagulants
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•
•

•

•

•

•
•
•
•
•
•

Ginger
• Anti-inflammatory (phytochemicals) & antiemetic properties
• Interactions: anticoagulant/antiplatelet medications
American, Panax/Asian, or Siberian Ginseng
• Anti-inflammatory properties (also anxiety and fatigue)
• Interactions: Anti-diabetic medications and anticoagulant/antiplatelet medications
• Metabolic pathways: CYP1A2, CYP2C9, CYP2D6, & CYP3A4
Kava Kava
• Anti-inflammatory properties (also anxiety, fatigue, numbing if chewed, etc.)
• Interactions: CNS depressants (Benzos, muscle relaxers, hypnotics, alcohol, etc.)
• Metabolic pathways: CYP1A2, CYP2C9, CYP2C19, CYP2D6, & CYP2E1
Peppermint
• Anti-inflammatory properties
• Menthol (made from peppermint) inhibits Sodium (Na) channels
(analgesia/anesthetic)
St. John’s Wort
• Anti-inflammatory properties
• Interactions: alprazolam, oral contraceptives, digoxin, fexofenadine, ketamine,
meperidine, omeprazole, etc.
Valerian Root
• People have tried this product for: muscle & joint pain, along with muscle spasms
Vitamin B levels
• Low levels can be associated with increased neuropathic pain
Vitamin D levels
• Low levels can be associated with increased pain & decreased immunity
White Willow Bark
• Contains salicin, which the body converts to salicylic acid
Wintergreen Essential Oil
• Contains methyl salicylate
• Major interaction with Warfarin
Aquamin
• Red seaweed that is rich in Calcium & Magnesium (Anti-inflammatory
properties)
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Appendix 12.0
Continuing Education Requirements & Pain Clinic Regulations
Appendix 12.1

Continuing Education Requirements
*available online at www.legis.state.wv.us, as Senate Bill 437 of the year 2012
In 2012, the legislature passed a new requirement that all prescribers and dispensers of CS must,
as a condition of their professional licensure, have continuing education on the subject of “drug
diversion training and best practice prescribing of controlled substances” (West Virginia Code
§30-1-7a).
WV Board of Medicine CME Requirements
https://wvbom.wv.gov/CME_Requirements.asp
Beginning May 1, 2014, unless a physician has completed and timely provided to the Board a
Board-developed certification form and waiver request attesting that he or she has not prescribed,
administered, or dispensed a controlled substance during the entire previous reporting period,
every physician as a prerequisite to license renewal shall complete a minimum of three hours of
drug diversion training and best practice prescribing of controlled substances training during the
previous reporting period, which three such hours may be provided only by a Board-approved
program. Said three hours shall be part of the fifty total hours of continuing education required
and not three additional hours.
WV Board of Osteopathic Medicine CME Requirements
https://www.wvbdosteo.org/licensing/do/cme.asp
A three hour CME, course which has been approved by the WV Board of Osteopathic Medicine,
must be completed by any licensee of the Board who prescribes, administers or dispenses a
controlled substance, as that term is defined in section one hundred one, article one, chapter
sixty-a of WV Code. This will be required every two year licensing period, unless the
licensee signs a board waiver indicating she/he has not administered, prescribed, or dispensed a
controlled substance during the last two year licensing period.
WV Registered Nurse License Renewal CE Requirements
http://www.wvrnboard.wv.gov/Pages/RN-Renewal-CE.aspx
Per SB 437 and Chapter 30-1-7a, each person licensed to practice registered professional nursing
must: Complete 3 hours initially and then 1 hour thereafter annually of CE for best prescribing
and drug diversion training if you prescribe, administer or dispense controlled substances.
WV Board of Pharmacy CE Requirements
http://www.wvbop.com/
Licensed pharmacists dispensing controlled substances are required three hours of continuing
education on “drug diversion training and best practice prescribing of controlled substances” per
renewal period, starting with the July 1, 2014 renewal period.
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Appendix 12.2

Pain Clinic Regulations
*available online at www.legis.state.wv.us, as Senate Bill 437 of the year 2012
WV Code. Chapter 16. Public Health. Article 5H. Chronic Pain Clinic Licensing Act
§16-5H-4. Operational requirements.
(a-2) The application shall list all owners of the clinic. At least one owner shall be a
physician actively licensed.
(a-3) Each pain management clinic shall designate a physician owner who shall practice at
the clinic and who will be responsible for the operation of the clinic, and shall:
(A) Have a full, active and unencumbered license to practice medicine, surgery or
osteopathic medicine or surgery in this state:
(B) Meet one of the following training requirements:
(i) Complete a pain medicine fellowship accredited by the Accreditation Council for
Graduate Medical Education or similar program as may be approved by the secretary; or
(ii) Hold current board certification by the American Board of Pain Medicine or current
board certification by the American Board of Anesthesiology or such other board certification as
may be approved by the secretary.
(9) A pain management clinic shall not dispense to any patient more than a seventy-twohour supply of a controlled substance, as defined by section one hundred one, article one, chapter
sixty-a of this code.
§16-5H-5. Exemptions.
(1) A facility that is affiliated with an accredited medical school at which training is
provided for medical or osteopathic students, residents or fellows, podiatrists, dentists, nurses,
physician assistants, veterinarians or any affiliated facility to the extent that it participates in the
provision of the instruction;
(2) A facility that does not prescribe or dispense controlled substances for the treatment of
chronic pain;
(3) A hospital licensed in this state, a facility located on the campus of a licensed hospital
that is owned, operated or controlled by that licensed hospital, and an ambulatory health care
facility as defined by section two, article two-d, chapter sixteen of this code that is owned,
operated or controlled by a licensed hospital;
(4) A physician practice owned or controlled, in whole or in part, by a licensed hospital or
by an entity that owns or controls, in whole or in part, one or more licensed hospitals;
(5) A hospice program licensed in this state;
(6) A nursing home licensed in this state;
(7) An ambulatory surgical facility as defined by section two, article two-d, chapter sixteen
of this code; and
(8) A facility conducting clinical research that may use controlled substances in studies
approved by a hospital-based institutional review board or an institutional review board
accredited by the association for the accreditation of human research protection programs.
(b) Any facility that is not included in this section may petition to the secretary for an
exemption from the requirements of this article. All such petitions are subject to the
administrative procedures requirements of chapter twenty-nine-a of this code.
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Appendix 13.0
Opioid & Benzodiazepine Trends

Appendix 13.1
Benzodiazepine Prescribing & Overdose Trends Chart
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Appendix 13.2
Opioid Sales & Overdose Trends Chart
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