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Clinical Best Practice Guidelines for Common Pain
Conditions

DESCRIPTION

All physicians should become knowledgeable about assessing patients’ pain and effective methods of
pain treatment. This document provides evidence-based clinical best practice guidelines for
management of common pain conditions.

Pain should be assessed and its cause diagnosed as clearly as possible using history and physical
examination and appropriate testing. The medical management of pain should consider current clinical
knowledge and medical research and the use of pharmacologic and non-pharmacologic modalities
according to the judgment of the Provider. Pain should be promptly treated with non-pharmacologic
therapy and non-opioid pharmacologic therapy, without acceptable results before opioids are
considered.

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/short-acting 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 7 days will rarely be needed. In
addition, opioids are not the first-line therapy for chronic pain outside of active cancer treatment,
palliative care, and end-of-life care. Evidence suggests that non-opioid treatments, including non-opioid
medications and non-pharmacological therapies can provide relief to those suffering from chronic pain,
and are safer.

Evidence-based clinical decision support is provided for the following acute pain conditions:
1. Headache
2. Back/Neck Pain Due to Strain or Sprain (Non-Radicular)
3. Mild-to-Moderate Radicular Back/Neck Pain
4. Severe Radicular Back/Neck Pain

Evidence-based clinical decision support is provided for the following chronic pain conditions:
1. Migraine (Vascular Headaches)
2. Osteoarthritis
3. Fibromyalgia
4. Carpel Tunnel Syndrome (Neuropathic Pain)
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CLINICAL BEST PRACTICE GUIDELINES FOR COMMON ACUTE PAIN CONDITIONS

Headache

Initial Treatment:
1. NSAIDS

2. Acetaminophen

Preventive:

1. Non-
pharmacologic
treatment (heat/
ice/massage/rest)

If Unresponsive to
Initial Treatment:

3. Combination of caffeine
with simple analgesics

Opioids should not 1. Evaluate for co-

be used morbidities _
2. Stress reduction

4. Anti-emetics 2. Consider

specialist referral 3. Good sleep

5. Non-pharmacologic hygiene

treatment (heat/ice/
massage/rest)

Back/Neck Pain Due to Strain or Sprain (Non-Radicular)

Initial Treatment:

1. NSAIDS . Preventive:
' Short-acting low

2. Acetaminophen potency opioids may : 1. Non- '
3. Combination of muscle be used if pain lasts If Unresponsive to pharmacologic
relaxants with simple at least 2 weeks and Initial Treatment: treatment
analgesics non-responsive to 1. Evaluate for co- (heat/ice/massage/
4. Physical therapy simple analgesics/ morbidities rest

muscle relaxants - 2. Exercise

2. Consider specialist
referral 3. Stress reduction

5. Chiropractic therapy limit to 2 week

6. TENS Unit supply
4. Good sleep

hygiene

7. Non-pharmacologic
treatment (heat/ice/
massage/rest)
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Mild-to-Moderate Radicular Back/Neck Pain (Pain Rating of 1-6/10 on Universal Pain Assessment Tool)

Initial Treatment:
1. NSAIDS
2. Acetaminophen

3. Activity modification to
lessen nerve root
impingement

3. Combination of muscle
relaxants with simple
analgesics

4. Physical therapy

5. Consider oral
glucocorticoids

6. Non-pharmacologic
treatment (heat/ice)

Short-acting low
potency opioids may
be used if there is a
significant renal,
gastric, or
cardiovascular risk for
NSAIDS use or hepatic
risk for acetaminophen
use - limit to 2 week

supply

Opioids
should not
be used

If Unresponsive to
Initial Treatment:

1. Evaluate for co-
morbidities

2. Consider

specialist referral

(surgery, pain
management for
epidural
glucocorticoids)
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Severe Radicular Back/Neck Pain (Pain Rating of 7-10/10 on Universal Pain Assessment Tool))

Initial Treatment:
1. NSAIDS

. If Unresponsive to Initial
2. Acetaminophen P

Treatment:
3. Activity modification to lessen .
U Short-acting low potency 1. Evaluate for co-
nerve root impingement . . s g
opioids may be used - morbidities

3. Combination of muscle limit to 2 week supply
relaxants with simple analgesics

2. Specialist referral

(surgery, pain management
for epidural
glucocorticoids)

4. Physical therapy

5. Consider oral glucocorticoids

6. Non-pharmacologic treatment
(heat/ice)
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CLINICAL BEST PRACTICE GUIDELINES FOR COMMON CHRONIC PAIN CONDITIONS

Migraine

Preventive:
1. Beta blocker

2. Anti-seizure medication

Initial Treatment:
1. NSAIDS

2. Acetaminophen

3. Triptans 3. Antidepressant medication

4. Consider specialist referral for
OnabotulinumtoxinA

4. Anti-emetics

5. Ergots

Osteoarthritis

Initial Treatment:
1. NSAIDS

2. Prescription/OTC
Topical NSAIDS

3. Topical capsaicin

4. Intra articular
glucocorticoids

5. Non-pharmacologic
treatment (exercise,
counseling regarding
weight loss, patient
education)

If Unresponsive to
Initial Treatment:

Referral to
specialists (i.e.

rheumatologist,
physiatrist,
orthopedic
surgeon, pain
management)

Short-acting low
potency opioids if
still unresponsive to
treatment AND not a
surgical candidate

Preventive:

Non-
pharmacologic
treatment

(exercise,
counseling
regarding weight
loss, patient
education)
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Fibromyalgia

Initial Treatment:

1. Patient Education . "
If Unresponsive to Initial

2. Exercise Treatment:

3. Good sleep hygiene 1. Physical therapy

Opioids should not be

4. Tricyclic antidepressents used 2. Referral to specialists (i.e.
rheumatologist, physiatrist,
sleep specialist, psychiatrist,

pain management)

5. Cyclobenzaprine

6. Serotonin—norepinephrine
reuptake inhibitors

7. Gabapentin

Carpel Tunnel Syndrome (Neuropathic Pain)

Initial Treatment:

1. Wrist splitting If Unresponsive to Initial

Treatment:

2. Glucocorticoid injection Opioids should not be used .
Referral for Surgical

Evaluation

3. Oral glucocorticoids

4. Occupational therapy
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