CHRONIC PAIN

Case 1

Your first clinic patient today is a 52-year-old male comes to see you for back pain.  His history began about 15 years ago with an episode of low back pain while lifting heavy cartons at work.  The first episode resolved only to recur each time he returned to work. He was followed in Ortho clinic for a few years with the diagnosis of a herniated disc that eventually led to a series of surgeries.  The first operation was helpful briefly but was complicated by pseudoarthrosis because he “exerted himself before he should have.”  Subsequent surgeries have not been as helpful and he now experiences back pain nearly all the time but clearly worse with activity.  He has been taking Tylenol #3 and Motrin for the past few years with some success but now requests something stronger.  On exam, he has decreased ROM and tenderness diffusely in the lumbosacral region.  Neuro exam is normal and straight leg raises are negative.

1. Is his pain “real”?
2. What is malingering?.

3. What is the cause of his pain?
4. What is pain behavior?
5. What underlying complicating conditions should be considered?
6. What are some reasonable goals of management for this patient?
7. What is the role of opiates in treating patients with chronic non-malignant pain?

8. Generally a multifactorial approach is needed in managing this type of patient.  

     What treatment options are available?

Your patient says, “thanks for all that but that stuff won’t work for me.  The only thing that helps me is the Vicodin ® they gave me in the ER.  When I take them I feel much better, I can do much more, and I even get along better with my wife and kids and stuff because I’m not as irritable.”  

9. How would you respond to this?

Case 2

Your next patient is a 28-year-old who recently was in a motor vehicle accident.  He was driving while intoxicated.  He suffered bilateral broken legs and a fractured pelvis.  He also was severely burned over his arms and torso.  He has had 5 surgeries in the past 4 months and has several more planned in the next few months.  

 You are contemplating prescribing long term narcotics in this patient.  What are some risk factors for medication abuse/misuse:

Case 3

Your next patient is new to the clinic.  She has a history of depression and fibromyalgia.  Her sister also has fibromyalgia and takes Oxycontin and Valium.  This patient has tried her sister’s pill and they work great. !  She is transferring her care to you after her prior physician refused to give her these medications.  How should fibromyalgia be treated? What is the role of narcotics in the treatment of fibromyalgia?

Case 4

Your final patient is an 80-year-old woman who you know well.  She has critical aortic stenosis, but does not want surgery.  She also has severe, bilateral hip osteoarthritis and that interferes with her daily activities and with sleep.  Because of her valve disease she is not a candidate for hip replacement.  You have been encouraging her to try narcotics, but thus far, she has declined.  Today she says she will give it a try.  What should you start?

At her next visit she is feeling much better.  She is taking 4-5 tablets a day.  What should you do? 

She has no medical coverage so you want to start methadone because it is the least expensive– what are some contraindications?
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AGREEMENT FOR TREATMENT OF
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In order to practice good pain management, it is the policy of the Medical Primary Care Unit to use the following agreement for all patients using chronic (longer than 1 month) pain medications:

Pain Diagnosis: _____________________________________________________________________________

Expected duration of opioid treatment ________ months

(  uncertain

Other treatment modalities being used:

(  NSAID


(  Tricyclic



(  Physical Therapy

(  Acetaminophen

(  Behavioral counseling

(  Other ____________________

The long-term use of such substances as opiods (narcotic analgesics), benzodiazepine tranquilizers and barbiturate sedatives is controversial because of uncertainty regarding the extent to which they provide long-term benefit.  There is also the risk of an addictive disorder developing or of relapse occurring in a person with a prior addiction.  The extent of this risk is not certain.  

Because these drugs have potential for abuse or diversion, strict accountability is necessary when use is prolonged.  For this reason, the following policies are agreed to by you, the patient, as consideration for, and a condition of, the willingness of the physician whose signature appears below to consider the initial and/or continued prescription of controlled substances to treat your chronic pain.

I, _______________________________________________, agree to the following conditions:

                        (patient name)

1) The only provider prescribing chronic pain medication will be ______________________________________









            (provider name)
2) If that provider is unavailable for a scheduled refill, the medication prescription will be dispensed by:    

     _________________________________

               (Nurse Practitioner)

3) I will fill all of my prescriptions for chronic pain medication at ______________________________________

        (primary pharmacy name/phone #)








              ______________________________________







                    
       (alternate pharmacy name/phone #)

4) I agree to try non-opiate treatment modalities for pain, if recommended.

5) I have been fully informed by my physicians and staff members of the Medical Primary Clinic about psychological dependence (addiction) to opioids.  If this happens, I will follow my physician's guidance and participate in any treatment program prescribed, which may include detoxification, psychological counseling and medical treatment.  I understand that if I become pregnant, the baby may also become dependent on opioids. 

6) I understand that I am entirely responsible for my medications.  I will take the medication only as prescribed.  I will not sell or redistribute these medications to others. 

7) I understand that pain medication may interfere with my ability to drive.

8) If my medications are lost, stolen, misplaced, or are used up prematurely, they will not be refilled early, even with the presence of a police report.  I will receive a maximum of a one month (30 days) supply at one time.

9) It is my responsibility to ensure that my follow-up appointment is scheduled within a 30 day timeframe.  I understand that if I fail to keep the follow-up appointment, this may cause a delay in treatment.  Treatment delays could result in adverse physical reactions (withdrawals).  Renewals are contingent upon keeping scheduled 
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appointments.  I am responsible for keeping track of the amount of medication left.  I will plan ahead and arrange for refills in advance within this 30 day timeframe.

10) I understand that refills will not be given off-hours or by telephone.  I will come in person with a scheduled appointment for all refills.  I understand that no prescription refills will be given to family members or friends.

11) I understand that same day appointments will not be used for missed follow-up appointments.

12) I understand that if I miss or am late for more than one (1) scheduled appointment within the year, my provider will cease prescribing this medication.

13) The prescribing physician has permission to discuss all diagnostic and treatment details with dispensing pharmacists or other professionals who provide my health care for purposes of maintaining accountability.

14) If the legal authorities have questions concerning my treatment, as might occur, for example, if I were obtaining medications at several pharmacies, all confidentiality is waived and these authorities may be given full access to hospital records of controlled substance administration.

15) I am expected to inform the Medical Clinic of any new medications or medical conditions, and of any adverse effects that I may experience from any of the medications that I take.  I agree to disclose if I am receiving treatment for any medical conditions and/or enrolled in a drug treatment program.

16) I understand that prescriptions and bottles of pain medications may be sought by other individuals with chemical dependency and should be closely safeguarded.

17) I understand that these drugs may be hazardous or lethal to a person who is not tolerant to their effects, especially children, and I agree to keep them out of reach of all such people.

18) I understand that unannounced urine or serum toxicology screens may be requested and my cooperation is required.  Presence of unauthorized substances may prompt referral for assessment for addictive disorder.

I understand that any medical treatment is initially a trial and that this treatment will be reassessed frequently.

I understand that if I fail to meet the terms of this contract, my provider in the Medical Primary Care Unit will no longer be able to prescribe these medications for me.  I affirm that I have full right and power to sign and am bound by this agreement, and that I have read, understood and accept all of its terms.

Signed and witnessed on this date: _______________________________________________________

(patient signature)
 
 

(patient printed name)



(provider signature)



(provider printed name) 
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MEDICAL PRIMARY CARE UNIT, CHRONIC NARCOTIC POLICY

EFFECTIVE 7/10/06

BEGINNING CHRONIC NARCOTICS

VISIT ONE (Discussion and Full H+P, no narcotics dispensed)

A checklist is available for your use in the conference room – filed with the pain contract

History:

· History of the pain and past treatment

· Function status – what is pain preventing the patient from doing?

· History of psychiatric co-morbidites

· Substance abuse/use (active and past history)

· History of legal problems/incarceration – especially if drug related

· Employment history

· Family history – for addiction

Physical Exam:

· Careful exam of painful region

· Screen for depression/anxiety – may use formal screening tools, like Beck inventory

Testing:

· A “urine tox screen” should be collected (in the clinic, not the lab)

· An EKG in certain patients prior to starting methadone (see methadone section)

Other data:

For any patients new to clinic, request records from all prior physicians

Discussion:

· Discuss the narcotic contract and give the patient a copy to review at home

· Discuss and document goals.  What does the patient hope to be able to do after starting narcotics (i.e. return to work).  Make sure goals are realistic – being pain free all the times is not a realistic goal

· Outline a treatment plan that includes all pertinent elements.  For example: PT, home exercise, SSRI, NSAIDS, etc.  Patients with serious psychiatric conditions should be simultaneously in psychiatric treatment

· Discuss the risk of addiction/dependence.  If patient has “risk factors” for dependence, this should be explicitly addressed (See Risk Factors below)

VISIT TWO:

· Review discussion points from visit 1
· Review toxicology screen results – patients with positive toxicology screens should not be started on narcotics but should be offered drug treatment (see resources posted in conference room)
· Review and sign pain contract
· Begin narcotics
· ***By beginning chronic narcotics, a resident is declaring him or herself the patient’s PCP.  It is the responsibility of this resident to adjust the medications and to closely follow the patient.
SUBSEQUENT VISITS

Patients should initially be seen every 2 weeks while dosing is being adjusted and then must be seen monthly.  

DOCUMENTATION:

Patients on chronic narcotics should have a “chronic pain” tab added to their chart – this are in the canister in the conference room.  In this section, place a copy of the chronic pain assessment checklist, the pain contract, and a page where you can record each time a patient received narcotics.  All three of these papers are filed with the pain contract in the conference room.

PATIENTS TRANFERRING CARE TO THE CLINIC

It is not your responsibility to prescribe narcotics that were started by another physician.  You should not begin narcotics until you are able to fully evaluate the patient and collect all prior records, which is usually not possible at the first visit.  Until you have made your evaluation, it is the previous physician’s responsibility to either continue or taper narcotics. 

PRESCRIBING NARCOTICS
· Long acting: use methadone or MS Contin.  Oxycontin should not be prescribed

· Short acting: prefer Oxycodone + Tylenol rather than Percocet and Viocodin because of the lower street value

· Breakthrough:  If a patient is requiring more than 30 tablets of breakthrough a month, their long acting narcotic should be increased.  Patients on methadone, once titrated to their full dose, rarely need breakthrough medication.

· Write prescriptions for a 28 day supply – this way the patient will always be due for a refill on the same day of the week, improving provider continuity.

· Write on the script, “only to be filled at ______ pharmacy”
· When prescribing methadone, the script must say, “FOR PAIN”

WHO IS “HIGH RISK” OF ADDICTION/DEPENDENCE?

· Active or past alcohol or drug use

· Patients who insist on particular narcotics

· Patients with history of arrest or legal problems

· Patients with family history of addiction
· Patients with mood disorders

· Patients with history of marijuana use

· Younger patients (patients under the age of 40)

PATIENTS IN WHOM NARCOTIC USE IS NOT APPROPRIATE

· Patients with full body pain or fibromyalgia
· Patients with an active substance abuse problem
· Patients with a positive toxicology screen for an illicit drug (other than marijuana) prior to starting narcotics
· ***Patients under the age of 40 are at very high risk of dependence/addiction.  Prior to being narcotics, their charts must be reviewed by the pain committee.  Please speak to Dr Fagan, Maher or Smitas.
FOLLOWING PATIENTS ON CHRONIC NARCOTICS

TOX SCREENING:

· Should be done in all patients prior to starting narcotics, after 1 month, and every 6 months.  In “high risk” patients it should be done more frequently.  

· Oxycodone is not picked up well on the screening toxicology screen.  Order “comprehensive drug screen” in these patients.  If you are screening for benzos, you must also order a blood test.
· Urine samples must be collected in the clinic and handed to the provider prior to writing the prescription.
ROUTINE FOLLOW UP:

· Discuss pain level and goals – is the patient able to do things they were not able to do before? 
· Consider using  the Brief Pain Inventory

· Periodically screen for signs of dependence/addiction with the SOAPP Inventory

· Periodically (at least every 3 months) call the pharmacy to be sure patient does not have multiple providers.
· ***Every effort should be made to see your chronic pain patients at least every two months.
CHART REVIEW:

The pain committee meets monthly and includes physicians, nurse practitioners, a substance abuse social worker, a psychologist and a pharmacist with expertise in pain management.  The committee reviews patient charts.

· If any provider becomes uncomfortable with a patient’s behavior on chronic narcotics, they may request a review by the pain committee.  Please contact Dr. Fagan, Maher or Smitas.

· Other patients who should be referred to the pain committee:

· Patients under age 40

· Patients on more than 200mg of MSContin or 150mg of methadone a day

· Patient with untreated psychiatric co-morbidities

· Patients with persistent pain in spite of escalating doses of narcotics

· Patients with poor function status (unable to return to work or reasonable level of functioning) in spite of escalating doses

VIOLATIONS:

· The following violations result in a warning.  A second offense is grounds for discontinuation of narcotics:

-Missed appointments, showing up late

-getting a prescription from another provider

-running out of medications early

· The following violations result in immediate discontinuation of narcotics 

-Forged scripts 

-Violent or threatening behavior

-confirmed negative tox screen for a medication which has been prescribed 

-confirmed positive toxicology screen for an illicit substance (excluding THC) or an unprescribed controlled substance (including benzos)

DISCONTINUING NARCOTICS

· All patients with substance abuse problems should be offered substance abuse treatment

· Patients who plan to enroll in a methadone program can be give a script for a few days until they can get into the program.  You should call the methadone program and ask to speak with a physician or nurse to make them aware for the referral

· Patients on narcotics/benzos should be weaned off these medications

· Document on the pain contract and on the problem list that narcotics have been discontinued

NOTES ABOUT METHADONE:

· It works particularly well for neuropathic pain and/or pain not well controlled despite high doses of other opioids

· Dose is inversely proportional to previous opioid dose (see below)

· Half life is much longer than it's analgesic effect. Half life is >24 hrs. Analgesic effect is about 4 hrs in the first several days, but with repeated daily administration the analgesic effect increases to 6-12 hrs (8hrs for most pts). The drug accumulates over the 1st 3 to 5 days before steady state blood levels are achieved, therefore do not increase the dose sooner than that. Ideally, do not increase the dose more than 1x/week.

· Expect prn use in the 1st 3 days, not a drug failure. In fact many pt's may require more prn's because of the methadone theoretically blocks some of the analgesic effect from other opioids. If continue to require prn's after 5 days, consider increase in methadone.

· Most pt's who are on methadone 3 to 4 times/day will not require a prn.

· Drug interactions : interacts with most HIV meds and Rifampin and some seizure meds

· Methadone can block monoamine oxidase uptake and increase norepi and serotonin levels, which is why it works so well for neuropathic pain. At low/normal doses of TCAs/SSRIs they can be used together, at higher doses of either, need to check for QT prolongation
· The QT prolongation is rare and is seen more at higher doses (>160mg/day) or with drug interactions. Patients on high doses or with h/o cardiac disease need a baseline EKG.  Caution if patient on other meds that prolong QT

· The conversion between methadone and other opiates is not a fixed ratio:
1) Convert the current opioid to equivalents of oral morphine using standard conversion charts (30mg po morphine=20mg po oxycodone=7.5mg po dilaudid, etc)

2) For morphine equivalents less than 90mg/day, use a ratio of 1mg of methadone=4mg of morphine. Then divide the dose 3 to 4 times/day

3) For morphine equivalents of >90 mg/day but <300mg/day, I use a 1:8 ratio, and again divide 3 to4 times/day

4) For morphine equivalents > 300mg/day, use a 1:12 ratio and divide 3 to 4 times/days

5) For greater than 1 g of morphine/day I use 3-5% of the total morphine dose

6) DO NOT use more than 50mg 3xd, at least when starting

· Extreme caution when combined with benzodiazapines
BENZODIAZAPINES

FOR ANXIETY

Benzodiazapines are not first-line therapy for anxiety.  No patients should be started on these mediations for anxiety disorder in the MPCU.  SSRIs should be used.  If a patient fails an SSRI, they need to be referred to psychiatry for evaluation and possible therapy with benzodiazapines.  Patients with anxiety severe enough to require chronic benzos require close supervision and support.  We can not provide this sort of treatment at the MPCU.

FOR PANIC ATTACKS

For patients with rare panic attacks or specific phobias (like flying or pre-MRI) small amounts of benzodiazapines can be prescribed, but no more than 4 tablets per month.

FOR MUSCLE SPASM

Following an acute injury, benzodiazapines can be helpful, however, they should not be continued for more than 2 weeks.  In the rare situation of a serious neurologic disorder with chronic muscle spasms, benzos should only be used if recommended by neurology.

FOR PATIENTS ALREADY ON BENZODIAZAPINES

Patients new to the clinic on benzodiazapines should be tapered off of the medication. Patients should not be started on chronic benzodiazepines at the MPCU. The patient’s psychiatrist, not the MPCU, should prescribe all chronic benzodiazepines
There are some patients who have been prescribed long term benzodiazepines by the MPCU for many years.  These patients should be referred to psychiatry, but may be continued on benzodiazepines until they are seen by psychiatry.

BENZODIAZAPINES SHOULD BE AVOIDED IN PATIENTS ON NARCOTICS, ESPECIALLY METHADONE

--this combination increases risk of respiratory depression and can be fatal.
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