
SCOPE



OBJECTIVE

• The central objective of the guideline: “Patients should 
receive appropriate pain treatment based on a careful 
consideration of the benefits and risks of treatment 
options.”

• You would think that this is intuitive.

• The recommendations in the guideline are voluntary, 
rather than prescriptive standards.



PREVALENCE

• The 2002 National Health and Nutrition Examination Survey 
estimates that 14.6% of adults have current widespread or 
localized pain lasted at least three months. The 2012 National 
Health Interview Study showed that 11.2% of adults report 
having daily pain.

• The present estimate is that 9.6 to 11.5 million adults or 3-
4% of the adult US population receive long-term opioid 
therapy in 2005.



RISKS

• From 1999 to 2014, more than 165,000 persons died from overdose 
related to opioid pain medication in the United States. This excludes 
consideration of illicit  heroin or opium.  

• In 2011 alone, greater than 420,000 emergency department visits were 
related to misuse or abuse of narcotic analgesics.

• The specific risk factors are known: adult patients receiving opioids for 
chronic noncancer pain died at a rate of one in 550 at a median of 2.6 
years from their first prescription; one in 32 patients died from opioid –
related overdose among those who were taking doses of 200 morphine 
milligram equivalents (MME) or greater.



RISKS (2)

• Long-acting agents are not safer. When given as an analgesic, methadone, which represents fewer 
than 2% of opioid prescriptions outside of treatment programs in this country, accounted for as 
much as 1/3 of opioid –related overdose deaths.

• Mortality rates associated with increasing doses begin to increase geometrically as the dosage 
exceeds 50 MME per day.

• Concurrent use of benzodiazepines are particularly lethal. Three studies of fatal overdose deaths 
found evidence of concurrent benzodiazepine use in between 31% and 61% of decedents. 
Anecdotally, deaths were much more likely when the prescriptions were obtained from multiple 
physicians and pharmacies.

• If pain relief is poor or not evident within the first month it is unlikely to be beneficial over longer 
intervals.

• Risk is greater for patients with sleep apnea, renal or hepatic insufficiency, old age, pregnancy, 
depression or serious mental illness, and substance use disorders.



RISKS (3)

• Risk modification appears possible but not yet strongly 
supported by the use of prescription data monitoring 
programs (PDMPs) and urine drug testing.

• Most fatal overdoses could be identified retrospectively on 
the basis of two pieces of information:

• Multiple prescribers

• High total daily opioid dosage



KEY LITERATURE:  SAMPLES



ARTICLES TO BE CONSIDERED, 
ASAM CONFERENCE 2017, & TEXT

• We will review some articles contributing to current best practices

• This is not a comprehensive list; nor is it a list of the “classics.”  It is what, as 
Pooh would say, is “right here and now.”

• Pending in 2018 is the ASAM text on Pain & Addictions, intended to be a guide 
for the primary care provider

• A pilot project to a “50 best articles” publication to be part of the Publications 
Council stable, and updated frequently, will be a 10 Key Articles presentation in 
the Pain & Addictions Course



DISCUSSION OF [JNL OF SOMESORTOF
MEDICINE, TITLE, ABSTRACT, ANALYSIS]

• CDC PRESCRIBING RECOMMENDATIONS 
https://www.cdc.gov/mmwr/volumes/65/rr/pdfs/rr6501e1.pdf

• VA/DoD Clinical Practice Guideline for Opioid Therapy for Chronic    
http://www.healthquality.va.gov/guidelines/Pain/cot/VADoDOTCPG021
517clean.pdf

• Long-term opioid treatment of  chronic nonmalignant pain: unproven 
efficacy and neglected safety? Igor Kissin, J Pain Res. 2013; 6: 513–529.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3712997/



GUIDELINES



CDC PRESCRIBING RECOMMENDATIONS

• These are summarized nicely on page 16 of the 2016 
guidelines, which are provided in MMWR March 18, 2016, 
Vol. 65, No.1. 
https://www.cdc.gov/mmwr/volumes/65/rr/pdfs/rr6501e1.pdf

• A pocket guide exists at:  http://turnthetiderx.org/wp-
content/uploads/2016/08/PocketGuide_FINAL6.pdf



Guideline, p.16



DETERMINING WHEN TO INITIATE 
OR CONTINUE OPIOIDS FOR 

CHRONIC PAIN 



• 1. Nonpharmacologic therapy and nonopioid 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 
nonpharmacologic therapy and nonopioid 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 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. 



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 
medication-assisted treatment with buprenorphine or methadone in 
combination with behavioral therapies) for patients with opioid use 
disorder. 

…AND (Haning):  High-risk patients should be offered take-home naloxone 
injection.


