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Objectives

• Describe the impact of opioids in 
America.

• Summarize the CDC Guidelines for 
Prescribing Opioids for Chronic Pain.



Quiz

In 2012, the amount of opioids 
prescribed in America were:

A. Peaking 

B. Enough for every adult to have a 
bottle

C. Too few

D. Enough for some people to test 
positive on a drug screen just from opioid 
exposure in the drinking water



The Opioid Epidemic

Katz, J, New York 
Times, 10-26-17



Opioid Prescriptions

Slide source: Mark Sullivan & PCSS Training for Opioid Therapy



Dreamland



Chronic Pain

• Pain lasting >3 months or beyond 
normal tissue healing time

• Due to medical condition, injury, 
medical treatment, inflammation, or an 
unknown cause

• ~15% of US adults

• US: Enough opioids prescribed in 2012 
for every US adult to have a bottle

CDC MMWR 2016



CDC Guidelines



Current Response



CDC Prescribing Guidelines



Determining When to 
Initiate or Continue 

Opioids for Chronic Pain



Quiz

Which of the following is a good goal to 
have if prescribing opioids for chronic 
pain?

A.  Absence or near absence of pain

B.  Improved relationships

C.  Improved daily functioning

D.  Improved oratory skills



Initiation?

• Nonpharmacologic therapy and 
nonopioid medications preferred

• Benefits for improved pain and function 
should outweigh risks



Initiation

• Establish treatment goals

• Establish a discontinuation plan



Initiation and Continuation

• Patients and clinicians should discuss 
their responsibilities for managing 
therapy.

• Informed consent discussion:
– Helpful for acute pain, no evidence of 

improvement for chronic pain

– Complete relief of pain is unlikely

– Common and serious side effects



Continuation

Clinically 
meaningful 

improvement

Patient safety



Opioid Selection, Dosage, 
Duration, Follow-Up, and 

Discontinuation



Quiz

For acute pain, opioid prescriptions over 
_____ days are rarely needed.

A. 1

B. 7

C. 14

D. 30



Selection

• Choose immediate-release over 
extended-release formulations
– Higher overdose risk on ER/LA 

formulations

– No evidence of benefit of scheduled vs. 
intermittent use

– ER/LA should only be used for opioid 
tolerant patients

– ER/LA for “daily, around-the-clock, long-
term treatment”



Dosage

• Prescribe lowest effective dosage
– No evidence of improved benefit at higher 

doses, but good evidence of increased 
dose-dependent risks

• Reevaluate when ≥50 MME/ day

• Avoid ≥ 90 MME/ day
– ≥100 MME/ day with overdose OR 2-8.9 

times the risk at 1-20 MME/ day

• Caution with vulnerable populations



Dosage in MME



Duration

• Prescribe lowest effective dose, lowest 
quantity, for the shortest duration of 
time

• Long-term use often starts with acute 
pain

• 3 days or less is typically sufficient

• More than 7 days is rarely needed



Duration

• Reevaluate benefits and harms 1-4 
weeks after change
– If no benefit after 1 month, unlikely to 

become more beneficial afterwards

• Reevaluate benefits and harms at least 
every 3 months with continued therapy
– More than 3 months use substantially 

increases risk of an opioid use disorder



Assessing Risks and 
Addressing Harms of 

Use



Quiz

Which of the following is not a risk factor 
for harm from opioid use?

A. Obstructive sleep apnea

B.  Renal impairment

C.  Concurrent benzodiazepine use

D.  Gout



Assessing Risk & Addressing Harm

• Assess risk factors and create 
management plan inc. naloxone when 
needed

• Higher risk patients
– Sleep disordered breathing

– Renal or hepatic impairment

– Mental health or substance use disorders

– Pregnant

– ≥ 65 years old



Assessing Risk & Addressing Harm

• Assess risk factors and create 
management plan inc. naloxone when 
needed

• Consider naloxone for those with
– History of overdose or substance use 

disorder

– Concurrent benzodiazepine prescriptions

– ≥ 50 MME/ day



Assessing Risk & Addressing Harm

• Clinicians should review a patient’s 
substance use history and use a 
prescription monitoring database when 
available
– Check every prescription up to every 3 

months

– In Hawai‘i, more frequently 



Assessing Risk & Addressing Harm

• Clinicians should use urine drug testing 
prior to initiating opioid therapy and 
consider at least annual testing
– Checking to ensure that no other 

substances are being used

– Checking to ensure that prescribed opioid 
is being used



Assessing Risk & Addressing Harm

• Clinicians should avoid prescribing 
concurrent opioid and benzodiazepine 
therapy whenever possible
– Cohort study found near 4x risk of 

overdose death if concurrent benzo use



Assessing Risk & Addressing Harm

• Clinicians should offer or arrange 
evidence-based treatment, usually 
medication assisted treatment in 
combination with behavioral therapies, 
whenever possible
– Opioid dependence in primary care 

settings with pts with chronic pain on 
opioids 3-26%

– buprenorphine- naltrexone

– methadone



Further Training


