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Note: As the situation continues to rapidly evolve, the following represents current guidance based on the 

best available evidence and expert opinion. This document was last updated on March 27, 2020. 
 
 
 
General Background 
 
Novel coronovirus-2019 (initially referred as 2019-nCoV) is a human β-coronavirus that has been 
renamed as severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2). From the observation of the 
initial 1099 patients with confirmed COVID-19 infection, 6.1% patients had severe infection (ICU 
admission, invasive mechanical ventilated, or death). Common symptoms were fever (43.8% on 
admission and 88.7% during hospitalization) and cough (67.8%). The median incubation period was 4 
days (interquartile range, 2 to 7).1  Because of the highly infectious nature of the disease, the risk of 
transmission is high. The mortality rate seems to be higher than previous estimates noted from China; 
mortality rates would be 5.6% (95% CI 5.4–5.8) for China and 15.2% (95% CI 12.5–17.9) outside of 
China.2 These numbers are likely to change over time as COVID-19 testing increases, especially in 
asymptomatic patients, leading to more positive cases and a drop in fatality rates. Mortality and morbidity 
can be caused by acute respiratory distress syndrome, arrhythmia, shock, acute kidney injury, acute 
cardiac injury, liver dysfunction, and secondary infection.1,3  
 
 
General Considerations in Chronic Pain Patients 
 
• Susceptibility of chronic pain patients could be higher as many are elderly with multiple 

comorbidities and potential immune suppression.4,5  
• Significant immune changes occur in a patient with COVID-19 disease.3,6 Chronic pain exerts 

complex effects on the immune system, including immunosuppression in some individuals.7 
• Chronic opioid therapy may cause immune suppression in some patients, and individual opioids differ 

in their potential.8,9 
• Use of steroids in interventional pain procedures may induce immune suppression. Intraarticular 

corticosteroid injections have been associated with higher influenza risk.10   
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General Recommendations 
 
1. Any elective, in-person patient visits or meetings have to be suspended.  

• Whenever possible, telemedicine should be considered. Although most jurisdictions have relaxed 
the administrative restrictions around the use of telemedicine, practitioners must ensure that the 
interface used satisfies the rules and regulations of their place of practice.  

 
2. No elective pain procedures, except specific semi-urgent procedures, should be performed. 

• Across most parts of the world, all elective surgeries and procedures have been postponed or 
cancelled. Reasons include decreasing the exposure of patients and healthcare providers and 
conserving resources already strained by diminished production capacity and travel and shipping 
restrictions during this public health crisis.11  

• Categorizing pain procedures as elective, urgent, and emergent is – in many cases – subjective.  
For example, not performing or postponing a procedure may lead to significant morbidity and 
other adverse sequelae. In chronic pain patients, withholding pain management services could lead 
to inability to work, anxiety and depression, and reliance on opioid therapy.  The American 
College of Surgeons provides some direction in this regard, noting that both medical and logistical 
contexts must be considered on a case-by-case basis.12 

• Although most chronic pain interventions fall under the elective category, there are some 
situations that fall into the urgent or emergent categories. Below are examples of such procedures 
along with recommendations on management. 

 
 
Scenarios of “urgent” pain patient procedures during the COVID-19 pandemic 
 
Intrathecal pump (ITP) refills and malfunction 
• ITP refills necessitate in-person meeting and evaluation. See below for information regarding 

performing procedures and precautions. 
• Use telemedicine as much as possible to resolve or sort out issues. 
• End-of-life ITP battery requires urgent replacement to avoid withdrawal symptoms. 
• Avoid insertion of any new ITPs, except for highly selected cancer pain cases where the benefit is 

considered to outweigh the risk. 
• Following careful discussion with the patient, consider the risk/benefit of using higher drug 

concentrations for the period of the pandemic in order to reduce ITP refill visits. 
 
Neurostimulator infection and malfunction 
• If an implant infection is suspected, an in-person evaluation may be necessary. Depending on 

whether the infection is superficial or deep, device explant may be warranted and should be 
performed as soon as possible.13   

• Use telemedicine as much as possible to resolve and sort out issues.  
• Avoid any new trials or implants. 

 
 
Scenarios of “semi-urgent” pain patient procedures during the COVID-19 pandemic 
 
• Other cases should be evaluated on an individual basis, with shared decision making. The goal is to 

avoid deterioration of function, reliance on opioids, or emergency room (ER) visits that increase risk 
of exposure. 
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• Use telemedicine to evaluate the patient, triage the urgency, and make suitable arrangements for 

treatment. This will minimize delay and prevent unnecessary visits. 
• Such procedural scenarios may include, but are not limited to, the following:  

1. Intractable cancer pain  
2. Acute herpes zoster or subacute, intractable post-herpetic neuralgia 
3. Acute herniated disc and/or worsening lumbar radiculopathy  
4. Intractable trigeminal neuralgia 
5. Early complex regional pain syndrome 
6. Acute cluster headaches and other intractable headache conditions 
7. Other intractable medically resistant pain syndromes (should be reviewed on a case-by-case 

basis) 
 
 
Opioids and COVID-19 
 
Significant immune changes occur in patients with COVID-19 disease.3,6 Most patients have normal or 
decreased white blood cell counts and lymphocytopenia. The potential for thrombocytopenia exists in 
severe cases.1,14 Opioids are recognized as causing immune suppression, and individual opioids differ in 
their potential.8,9 Although some have observed buprenorphine to have less effect on animals’ immune 
systems,9,15 it is not clear if this is consistently observed in humans.8 Some suggest that there may be 
beneficial immune effects by opioids as well.16 Patients with COVID-19 who are receiving opioids can be 
more susceptible to respiratory depression, and the absorption of fentanyl during transdermal 
administration (fentanyl patch) may increase with fever. 

• We do not recommend any changes to ongoing opioid treatment regimens in the absence of 
documented changes in pain and/or function. 

• We do recommend careful monitoring of patients on transdermal opioids, as the rate of 
absorption with high fever can be unpredictable. 
 

 
Opioid prescriptions and telemedicine 
 
Changes to opioid prescriptions should be made only after careful evaluation of ongoing treatment, which 
ideally includes an in-person history and physical exam. However, considering the nature of the current 
COVID-19 health emergency, it is appropriate to make changes and/or continue prescriptions using 
telemedicine.  

• Use telemedicine to evaluate and continue opioid prescriptions. 
• Ensure adherence to the subscribed needs of telemedicine required by your state or country of 

practice. 
• Ensure all patients receive their appropriate prescription of opioids to avoid withdrawal. 
• Provide naloxone education and prescription for high-risk patients. 

 
In the United States, the Secretary of Health and Human Services declared a public health emergency on 
January 31, 2020, under 42 U.S.C. 247d (section 319 of the Public Health Service Act), as set forth in 21 
U.S.C. 802(54)(D).17 Based on this edict, any telemedicine allowance under section 802(54)(D) applies to 
all schedule II-V controlled substances in all areas of the United States. Accordingly, the Drug 
Enforcement Administration (DEA) notes that DEA-registered practitioners may issue prescriptions for 
controlled substances to patients for whom they have not conducted an in-person medical evaluation, 
provided the following conditions are met:18  
• The prescription is issued for a legitimate medical purpose by a practitioner acting in the usual 

course of his/her professional practice 
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• The telemedicine communication is conducted using an audio-visual, real-time, two-way, 

interactive communication system 
• The practitioner is acting in accordance with applicable Federal and State laws. 

 
 
Use of Anti-Inflammatories for Chronic Pain 
 
Although a single report suggested that the use of non-steroidal anti-inflammatory drugs may increase the 
severity of COVID-19 disease19, most health authorities note that the evidence is not definitive.20-22  
However, anti-inflammatory drugs may mask early symptoms of the disease such as fever and myalgias. 
• We recommend that all patients who have been prescribed or use non-steroidal anti-

inflammatory drugs on a regular basis to continue using them.  
• We recommend educating patients who are taking anti-inflammatory drugs to promptly report 

mild fever or new myalgia. 
 
 
Steroids in Chronic Pain and COVID-19 
 
• Chronic pain patients may be on oral steroids or may have received a recent steroid intervention.  
• Patients on steroids have a potential for secondary adrenal insufficiency and altered immune 

response.23  
• It is appropriate to discuss any new therapy that may influence the course of COVID-19 disease 

with the treating infectious disease physician, as using steroids for all patients as a treatment adjunct 
in COVID-19 is not recommended.6 

• Injections of corticosteroids into joints was shown to be associated with a higher risk of influenza.10  
• The duration of immune suppression could be less with the use of dexamethasone and 

betamethasone.24 
• Consider evaluating the risks and benefits of steroid injections, and use a decreased dose, especially 

in high-risk patient populations. There are many procedures in which steroids are routinely used, 
wherein the evidence does not support the practice.25  

 
 
Procedural Precautions and Conduct of Procedure 
 
Any patient who has been determined to need a procedure or an in-person meeting must be screened for 
the possibility of COVID-19. A history of travel to high-risk areas or countries and the presence of 
symptoms increase the likelihood of infection, but patients who self-quarantine may become infected and 
asymptomatic transmission is also possible. Once the community spread of COVID-19 becomes 
significant, all cases may be presumed to be COVID-19 positive. Local guidelines should be followed 
when making decisions. Detailed information for protection of patients and health care providers is 
provided in various websites, including the Centers for Disease Control 
(https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html) and the 
European Centre for Disease Prevention and Control (https://www.ecdc.europa.eu/en/all-topics-
z/coronavirus/threats-and-outbreaks/covid-19/preparedness-and-response-covid-19). 
 
 
In a COVID-19 negative or a low-risk patient 

• Ensure there is minimal patient movement around the hospital. 
• Meet the patient in a clean room with no prior exposure to COVID-19 positive patients. 

https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.html
https://www.ecdc.europa.eu/en/all-topics-z/coronavirus/threats-and-outbreaks/covid-19/preparedness-and-response-covid-19
https://www.ecdc.europa.eu/en/all-topics-z/coronavirus/threats-and-outbreaks/covid-19/preparedness-and-response-covid-19
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• Procedures should be carried out by an experienced person. 
• Ensure that the needed medications (for ITP refill) and equipment are ready and transported in a 

fully covered plastic bag. Open the bag with disposable gloves and take out the medications in a 
clean area. 

• These procedures do not lead to aerosol generation; hence contact and droplet precautions must be 
taken. Ensure an accessible hand-wash area and hand sanitizer are available. 

• Utilize surgical mask, eye protection, surgical gown, and double gloves for personnel involved in 
performing the procedure. The use of N95 or similar powered air-purifying respirator (PAPR) is 
not necessary.   

• The patient should wear a surgical mask to reduce the chance of droplet spread. 
• The device-programming equipment – particularly parts that come in contact with the patient such 

as ultrasound equipment and transducer – should be protected from contamination using plastic 
covers. Bringing carts or trolleys with drugs and equipment to the procedure room should be 
discouraged.  

• Minimize the number of personnel present during the performance of the procedure, but help 
should be readily available.    

• Routine aseptic technique should be followed. An in-vitro study suggests that COVID-19 virus 
particles are viable for longer on plastic than cardboard. A change in practice to use sterile paper 
drapes instead of these transparent plastic ones should be considered if available.26  

 
 
In a COVID-19 positive or a high-risk patient 

• Strictly limit these patients to urgent procedures. 
• The procedure or meeting should be performed in an area or procedure room designated for use 

with COVID-19 patients. This ensures that protective equipment is available and precautions are 
followed.  

• The use of common areas, such as a block room or a holding area, should be avoided as they can 
lead to contamination.  

• These procedures do not lead to aerosol generation; hence contact and droplet precautions must 
be taken. However, consideration of the use of N95 mask may be made on a case-by-case basis 
depending on local availability. This depends on the risk of coughing or sneezing by the patient.  

• Other precautions are similar to a low-risk patient. 
• Post-procedure or after the evaluation, the patient should be monitored in the room until they can 

be shifted to an isolation room (in hospital) or discharged home with instructions.  
• It has been shown that the risk of transmission is highest during the removal of protective gear; 

hence, appropriate precautions should be taken to remove and discard gloves and masks. It is 
essential that hands are washed thoroughly after the procedure and that physicians avoid touching 
their face or other surfaces beforehand.   

• The presence of an observer during the donning and doffing procedure is highly recommended. 
Simulation sessions for the donning and doffing of PPE should be conducted for training staff.  
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