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“Improving the Way Opioids are Prescribed for 

Safer Chronic Pain Treatment”

Disclaimer: I am on the speaker bureau for Depomed Pharmaceuticals



GOALS

1) Better understand why the CDC 
has developed these opioid 
prescribing guidelines.

2) Look more closely at and 
better understand the 
alternatives to opioids 
proposed by the CDC 
guidelines.

3) Understand how these 
guidelines affect our workers'
compensation patients.
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OPIOIDS AND THEIR USE

The CDC’s Role

3



CDC’S MISSION

CDC works 24/7 to protect 

America from health, safety and 

security threats, both foreign 

and in the U.S. Whether 

diseases start at home or 

abroad, are chronic or acute, 

curable or preventable, human 

error or deliberate attack, CDC 

fights disease and supports 

communities and citizens to do 

the same.
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http://www.cdc.gov/24-7/index.html
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ASAM NATIONAL STATISTICS



ASAM NATIONAL STATISTICS



CDC OVERDOSE DATA 2013



CDC OVERDOSE DATA 2014
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CDC Guidelines



CDC’S ROLE IN GUIDELINES

“Intended to improve communication between providers and patients about 
the risks  of opioid therapy for chronic pain, improve the safety and 

effectiveness of pain treatment, and reduce the risks associated with long-
term opioid therapy, including abuse, dependence, overdose and death.”
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Richard N. Shiffman, MD, MCIS Yale School of Medicine



Guidelines from CDC are intended for primary care 

providers treating chronic pain (>3 months duration or 

outside of normal tissue healing), outside of ACTIVE 

CANCER treatment, palliative care and 

end-of-life care.
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CDC’S ROLE IN GUIDELINES



1. Estimated 20% of patients presenting to physician offices with non 

cancer pain symptoms or pain related diagnosis receive an opioid Rx. 

2. Opioid Rxs per capita increased 7.3% in the five years from 2007 to 

2012.  Rates increased more for family practice, general practice and 

internal medicine over that period.

3. Opioid prescriptions written by primary care providers account for 

nearly half of all dispensed opioids.
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CDC’S ROLE IN GUIDELINES



CDC’S ROLE IN GUIDELINES

1. When to initiate or continue opioids for chronic pain.

2. Opioid selection, dosage, duration, follow-up, and 

discontinuation.

3. Assessing risk and addressing harms of opioid use.
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CDC’S ROLE IN GUIDELINES

Attempt to communicate to prescribers and curtail high risk 

prescribing practices that contribute to overdose risk.

 High dose prescribing

 Overlapping benzodiazepines and opioids

 ER/LA opioids for acute pain
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WHY DO WE NEED 
GUIDELINES NOW?

 Multiple societies with multiple recommendations.

 Multiple states and medical boards with multiple 
recommendations.

 While many similarities, there is much variability on range of 
dosing thresholds (from 90 to 200 milligrams morphine 
equivalent -MME/day), audience, use of evidence, and rigor 
of methods from studies.

 Recommendations based on most recent scientific evidence, 
expert opinion, stakeholder and constituent input .
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AGENCY FOR HEALTHCARE 
RESEARCH AND QUALITY(AHRQ)

 Previously published on the effectiveness and risks of long-

term opioids in chronic pain treatment.
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http://www.effectivehealthcare.ahrq.gov/ehc/products/557/1971/chronic-pain-opioid-treatment- report-141007.pdf2014



SO HOW DID THE CDC DO 
THIS THING?

1. http://www.gradeworkinggroup.org.  Looks at types of evidence 
(1-4) and recommendations come in two flavors (A and B).

2. Types of evidence range from randomized controlled trials all the 
way to clinical experience and observations.

3. Category A: applies to all persons in a group and indicates most 
patients should receive recommended course of action.

4. Category B: there should be individual decision making based on 
different clinical situations.
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EVIDENCE EVALUATED

1. Expert opinion and federal partner engagement.

2. Stakeholder comment, peer review, constituent 

engagement.
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5 KEY QUESTIONS

1) The effectiveness of long-term opioid therapy versus 

placebo, no opioid therapy, or nonopioid therapy for long 

term (> 1year) outcomes related to pain, function, and 

quality of life, and how effectiveness varies according to 

type/cause of pain, patient demographics, and patient 

comorbidities. KQ1
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5 KEY QUESTIONS

2) The risks of opioids versus placebo or no opioid on 

abuse, addiction, overdose, and other harms, and 

how harms vary according to the type/cause of 

pain, patient demographics, patient comorbidities, 

and dose. KQ2
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5 KEY QUESTIONS

3) The comparative effectiveness of opioid dosing strategies 
(different methods for initiating and titrating opioids; 
immediate-release versus ER/LA opioids; different ER/LA 
opioids; immediate-release plus ER/LA opioids versus 
ER/LA opioids alone;  scheduled, continuous versus as-
needed dosing; dose escalation versus dose maintenance; 
opioid rotation versus maintenance; different strategies for 
treating acute exacerbations of chronic pain; decreasing 
opioid doses or tapering off versus continuation; and 
different tapering protocols and strategies) KQ3
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5 KEY QUESTIONS

4) The accuracy of instruments for predicting risk for opioid 
overdose, addiction, abuse, or misuse; the effectiveness of risk 
mitigation strategies (use of risk prediction instruments); 
effectiveness of risk mitigation strategies including opioid 
management plans, patient education, urine drug testing, 
prescription drug monitoring program data (PDMP), monitoring 
instruments, monitoring intervals, pill counts, and abuse-
deterrent formulations for reducing risk for opioid overdose, 
addiction, abuse, or misuse; and the comparative effectiveness 
of treatment strategies for managing patients with addiction. 
KQ4
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5 KEY QUESTIONS

5) The effects of prescribing opioid therapy versus 

not prescribing opioid therapy for acute pain on 

long-term use. KQ5
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GUIDELINE 
RECOMMENDATIONS

12 Total Recommendations in the 

Three Different Key Areas

1. When to initiate or continue opioids for chronic pain

2. Selection, dosage, duration, follow up and discontinuation

3. Assessing risk and addressing harms of opioid use
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RECOMMENDATIONS 
FROM THE CDC

 Only consider opioids if expected benefits are not 
outweighed by risks. Use all other treatments 
options/modalities when possible.

 Before starting opioids for chronic pain, establish treatment 
goals and have an exit plan. Only continue when clinically 
meaningful improvement in pain and function is achieved. 
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When to initiate or continue opioids for chronic pain:

 Before starting opioids for chronic pain, discuss risks 
and realistic benefits and the responsibilities of the 
patient and the provider.



RECOMMENDATIONS 
FROM THE CDC

 Start with immediate release (IR) opioids for chronic pain, 

not extended release (ER/LA).

 Prescribe the lowest effective dose, and caution when 

dosing greater than or equal to 50 morphine milligram 

equivalents (MME)/day.  Generally avoid increasing dosage 

to greater than or equal to 90 MME/day.
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Opioid selection, dosage, duration, follow-up, and 

discontinuation:



RECOMMENDATIONS 
FROM THE CDC

 Use lowest effective dose of immediate release opioids 

for acute pain, CDC recommending three or fewer days 

for non-traumatic pain not related to major surgery.

 Evaluate benefits and harms within 1-4 weeks of 

starting opioids for chronic pain.  Evaluate going 

forward every three months or more frequently and 

evaluate benefits versus risks every visit. Consider 

tapering or discontinuing opioids if warranted.
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Opioid selection, dosage, duration, follow-up, and 

discontinuation:



RECOMMENDATIONS 
FROM THE CDC

 Before starting and periodically during chronic opioid 

therapy consider risk mitigation strategies including 

prescribing naloxone.

 Review prescription drug monitoring program 

(PDMP) data when starting and periodically (at least 

every three months) during any chronic opioid 

therapy for chronic pain.
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Assessing risk and addressing harms of opioid use:



RECOMMENDATIONS 
FROM THE CDC

 When prescribing opioids for chronic pain, urine 
drug testing (UDT) should be used before starting 
therapy and at least annually during therapy.

 Avoid prescribing opioids for patients on 
benzodiazepines (or vice-versa?) if possible.

 We should offer or arrange evidenced-based 
treatment (methadone or buprenorphine in combo 
with behavioral therapies) for patients with opioid use 
disorder.
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Assessing risk and addressing harms of opioid use:



ASA-American Society of 

Anesthesiologists Concerns

 Possibility of promoting 

curtailment of perioperative 

pain management.

 Downplaying the role of 

interventional procedures 

as a non-opioid therapy.
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 Safe Opioid prescribing 

classes.

 Set limits.

 Understand and 

communicate the limitations 

and dangers of opioids.

WHAT WE CAN DO
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FELLOWSHIP IN A NUTSHELL

Recommendations, 

NOT RULES.

Emphasize 

thoughtful 

prescribing.
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SAFE OPIOID PRESCRIBING 
COURSES

 PSOC SAFE Opioid Prescribing Course

 opiodprescribing.org

 samhsa.org
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http://opiodprescribing.org
http://samhsa.org


SET LIMITS AND GOALS

 Quantity

 Doses- 50MME? 90MME?

 Length of time to try opioids- 3 months? 6 

months?
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1. CDC HANDOUTS

2. ONLINE GUIDES FOR 
MANAGING PAIN AND 
OPIOIDS

3. MAKE SURE THE RISKS 
ARE EXPLAINED
“INFORMED CONSENT”

Patient 

Engagement



COMMUNICATE

 Tell patients 

how potentially 

dangerous 

opioids can be!

 Explain their 

role in 

preventing 

misuse and 

diversion!
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RECOMMENDATIONS FROM 
THE CDC IN SUMMARY

1. No evidence for long-term benefit of opioids in pain and 

function for chronic pain.

2. Plenty of evidence for harms from opioids.

3. Extensive evidence that versus long-term opioids, many 

other treatments have much less harm.
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SAFE(ER) OPIOID PRESCRIBING
IN REVIEW

1. Make sure we use all 

available nonopioid 

treatments first if possible.

2. We AND patients must 

understand limits and possible 

harms of opioids.

3. We must be better at saying 

no to opioids and explaining 

why.
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