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Initial Pain Evaluation: 

History and physical, 
including complete 
psychosocial history, 
confirm diagnosis

Psychiatric conditions 
should be considered 
and treated prior to opioid 
initiation

Assess baseline function 
and pain to set goals

Review records and PDMP, 
look for red flag conditions 
(see additional safety 
considerations below)

Define success and set 
clear expectations about 
treatment

Preferred treatments for chronic non-cancer pain; opioids are NOT preferred for chronic pain 

OPG comparison of non-pharmacologic intervention effectiveness

+ First line non-pharmacologic therapies include exercise, mindfulness, smoking cessation, sleep restoration, yoga

+ Contact PHP customer services to inquire about plan specific coverage of physical therapy, CBT/therapy, chiropractic adjustments
and acupuncture

Head-to-head comparison of opioid and non-opioid therapies for persistent pain: 
+ SPACE trial: NO significant difference in pain-related function between opioid and non-opioid medications among patients with chronic

back pain or hip or knee osteoarthritis pain

Non-Opioid Medications: Preferred Generics Non-Preferred Generics Over-the-Counter (OTC) 
(per PHP commercial formulary) (Total cost per 30 Day Supply) (Total cost per 30 Day Supply) (Total cost per 30 Day Supply)

Analgesics ibuprofen ($5-$8) | meloxicam ($3-$4) celecoxib ($10-$27) acetaminophen ($6-$15) 
naproxen ($5-$28) | naproxen DR ($170) piroxicam ($15-$17) ibuprofen ($5-$8) 

diclofenac ($7-$75) naproxen ($5-$28)

Anticonvulsants gabapentin ($5-$37) | topiramate ($5-$7) pregabalin ($10-$14) 
divalproex ($5-$7) carbamazepine ($32-$148)

Antidepressants: SSRIs/SNRIs citalopram ($3-$5) | escitalopram ($3-$5) duloxetine ($8-$12) 
sertraline ($4-$6) | fluoxetine ($3-$5) desvenlafaxine ($24-$28) 
venlafaxine ($7-$11)

Antidepressants: TCAs amitriptyline ($6-$27) | nortriptyline ($6-$8) clomipramine ($115-$204) | desipramine ($39-$242) 
imipramine ($6-$8)  doxepin ($17-$65)

Topical products lidocaine oint ($30.26) | lidocaine cream ($19.62) lidocaine cream ($10-$25) 
lidocaine patch ($117.75) lidocaine patch ($30-$57) 
diclofenac gel ($51.30) capsaicin ($12-16) 

diclofenac gel ($12-30)

If patient does not meet functional goals and you are considering initiating opioid therapy: 
+ Establish treatment goals: primary goal is functional improvement!

+ Consider and advise patients of risk versus expected benefit –Use a
Risk Tool for Opioid Use Disorder (OUD)

+ Opioid Naïve: ORT  or SOAPP-5
+ Established on Opioids: PMQ

+ Establish monitoring frequency and set criteria for stopping or
continuing therapy

+ Create medication agreement and review annually
+ Material Risk Notice
+ Avoid use with benzodiazepines, muscle relaxants, antipsychotics,

or sedatives

Initiation: 
Schedule re-evaluation within 
1 to 4 weeks with goal of 
discontinuation for acute pain

+ Start immediate release (IR) opioids at the lowest possible dose for the shortest duration
+ Avoid using ≥ 50 morphine milligram equivalents  (MME) per day
+ Use IR products in combination with non-opioid pain medications
+ For acute pain, three days or less is often sufficient, generally no longer than 7 days is needed
+ Per the CDC, risk of prolonged use increases 1% every day over 3 days

+ Consider opioid-related adverse effects (ORADES) such as delirium, disorientation, nausea/vomiting, acute 
pulmonary edema, acute pulmonary insufficiency, hypoxemia, and urine retention

Guideline: Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65 (No. RR-1):1–49.           

Helpful resources: Oregon Pain Guidance (OPG)  Providence Comprehensive Pain Service: 503-215-6168 
Oregon PDMP  Providence Resource Line: 503-216-7969 
PHP Opioid Resources & Guidelines Providence Persistent Pain Toolkit

PATHWAYS TO TREAT: 

Persistent, Non-Malignant Pain

https://healthplans.providence.org/providers/about-prov-link/
http://ProvidenceHealthPlan.com
https://www.oregonpainguidance.org/guideline/non-opioid-options/
https://www.mdcalc.com/opioid-risk-tool-ort-narcotic-abuse
https://www.mcstap.com/docs/SOAPP-5.pdf
http://www.emergingsolutionsinpain.com/content/tools/esp_9_instruments/pdf/PMQ.pdf
https://www.oregonpainguidance.org/app/content/uploads/2016/05/Material-Risk-Notice.pdf
https://www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm
https://www.oregonpainguidance.org/
https://oregon.providence.org/our-services/c/comprehensive-pain-service/
https://oregon.pmpaware.net/login
https://s3-us-west-2.amazonaws.com/images.provhealth.org/Providence-Images/PHP_Opioid_Resources_and_Guidelines.pdf
https://oregon.providence.org/our-services/p/providence-persistent-pain/persistent-pain-toolkit/
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Reassess Continued Need for Opioid Therapy Every 3 Months:
+ Review previous goals- Focus on functional improvement

+ Consider pain and quality of life

+ Continually reassess exploring non-opioid and non-pharmacological therapy to reduce opioid needs

+ Evaluate for signs of OUD (PDMP and urine drug screen) or serious adverse events
+ Between 8 and 12 percent develop OUD per CDC data

+ Careful assessment is needed if increasing opioid dose
+ Fentanyl and methadone use should be reserved for opioid tolerant patients and avoided in patients that do not require around-the-clock opioid

treatment
+ Avoid using ≥ 90 MME per day

n MME allows all opioids to be converted into an equivalent dose of morphine by a conversion factor to calculate the total MME being used 
per day  

• Example: Oxycodone IR tablet  10mg dosed 1 tablet by mouth every 4 hours as needed plus Xtampza ER tablet 10mg every 12 hours= 120 MME
n Opioid Dose MME Calculator

Prescribe naloxone when daily dose is >= 50 MME due to increased risk of overdose

PHP Formulary Options: Restrictions: Total cost: Tier: Clinical Pearl:

naloxone hcl  No limits $13.81 per vial Lower tier generic Per Package Insert: 
(0.4 mg/ml vial, 0.4 mg/ml cartridge, $14.00 per syringe Shelf-life of naloxone has 
1 mg/ml syringe)  been extended to 3 years

Narcan (4mg nasal spray) No limits $62.50 per unit Preferred Brand Tier 
*generic will be available

Consider dosage reduction with goal of discontinuation after taper
+ Tapering Opioid Therapy  2019 Taper Update

+ Significant respiratory depression, hypercapnia, acute or severe bronchial asthma

+ GI obstruction, including paralytic ileus (known or suspected)

+ Only consider opioid use as last line treatment or for refractory disease for some diagnoses

+ Guidelines recommend against use in the following disease states:
+ Migraine, tension headaches,  abdominal pain, diabetic neuropathy, rheumatoid arthritis, fibromyalgia, TMJ, pelvic pain 

+ Do not initiate treatment with long-acting opioids

+ Do not continue to increase doses if there is no functional improvement

+ PHP Opioid Safety Edit Policy: Initial Fill 7-day supply maximum
+ Maximum Allowable Opioid Dose Policy- COMM: 90 MME
+ Maximum Allowable Opioid Dose Policy- Medicaid: 90 MME
+ Long-Acting Opioids Policy

+ History of substance use disorder, especially OUD, places patients at very high risk

+ Consider household members with OUD

Contraindications 
to Opioid Use:

Additional Safety 
Considerations:

Inappropriate Use 
of Opioids:

PHP Policies:  
ProvLink 
Prior Authorizations
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When to taper

+ Patient requests dosage reduction
+ Does not have clinically meaningful improvement in 

pain and function (e.g., at least 30% improvement on 
the 3-item PEG scale)

+ Currently taking dosages ≥ 50 MME/day
without benefit or opioids are combined with
benzodiazepines, antipsychotics, and other sedatives

+ Shows signs of substance use disorder (e.g. work
or family problems related to opioid use, difficulty
controlling use)

+ Experiences overdose or other serious adverse event
+ Shows early warning signs for overdose risk such as 

confusion, sedation, or slurred speech

Considerations:

+ Weigh the benefits and risks of opioids.
+ Decide: continue at the current dosage, taper and

continue at a lower dosage, or taper and discontinue
opioid therapy.

+ Avoid abrupt tapering or sudden discontinuation of opioids.
+ Monitor patients tapering and adjust the rate and

duration of the taper.
+ Avoid reversing the taper; however, the rate may be

slowed or paused while monitoring and managing
withdrawal symptoms.

+ Once lowest available dose is reached, the interval
between doses can be extended.

+ Opioids may be stopped when taken less than once a day.

Tapering plans:

+ Go slow reducing
opioid dosage

+ Consider consult with
pain specialist

+ Psychosocial support
for patient

+ Encourage and involve
patient in taper plan

https://healthplans.providence.org/providers/about-prov-link/
http://ProvidenceHealthPlan.com
https://www.oregonpainguidance.org/opioidmedcalculator/
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf
https://www.cdc.gov/drugoverdose/pdf/Clinical_Pocket_Guide_Tapering-a.pdf 
https://phpprovider.providence.org/portal/login
https://www.oregonpainguidance.org/app/content/uploads/2016/05/PEG-3.pdf?x98504

