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Abbreviations
AHRQ – Agency for Healthcare Research & Quality 

BSC/NCIPC – Board of Scientific Counselors of the National Center for Injury Prevention and Control 

CDC – Centers for Disease Control and Prevention

FRN – Federal Register Notice 

HHS – U.S. Department of Health and Human Services 

OUD – Opioid use disorder 

OWG – Opioid workgroup

PCP – Primary care provider 

PDMP – Prescription Drug Monitoring Program 



Objectives
Review current data regarding the opioid crisis

Evaluate CDC’s Clinical Practice Guideline for Prescribing Opioids for Pain

Discuss best practices for opioid use in chronic pain management

Compare and contrast patterns concerning opioid prescribing



Patient Scenario #1
37-year-old male with history of ulcerative colitis

• Pain management referral from PCP: poorly controlled abdominal pain
• Past analgesic medications:

• tramadol 100 mg 4 times daily – “ineffective”
• hydrocodone acetaminophen 5/325 mg up to 5 per day – “took the edge off”

• Current analgesic regimen:
• oxycodone acetaminophen 7.5/325 mg up to 4 per day – “pain intolerable most days”
• Patient taking 4 doses/day each day, pill count appropriate, requesting increase dose or quantity

Presenter Notes
Presentation Notes
Patient history:



Pain Management Scenario: toxicology screens 
COMPOUND 7/15/2021 3/15/2021 9/15/2020 3/15/2020
6-acetylmorphine - - - -
codeine - - - -
hydrocodone - - - +
hydromorphone - - - -
morphine - - - -
norhydrocodone - - - -
noroxycodone - - - -
oxycodone + + - -
oxymorphone - - - -
tramadol - - - -
o-desmethyltramadol - - - -
fentanyl - - - -
norfentanyl - - - -
methadone - - - -
EDDP - - - -

Pain clinic visit: 10/15/2020  changed 

hydrocodone acetaminophen 5/325 
mg up to 5 per day 

to

oxycodone acetaminophen 7.5/325 
mg up to 4 per day



Patient Scenario #1
Pharmacogenetic testing:

• CYP1A2 *1A/*1A Normal Metabolizer
• CYP2B6 *1/*1 Normal Metabolizer 
• CYP2C19 *1/*1 Normal Metabolizer 
• CYP2C9 *1/*1 Normal Metabolizer 
• CYP2D6 *1/*1 Normal Metabolizer 
• CYP3A4 *1/*1 Normal Metabolizer
• OPRM1 *1/*1 Normal Function



Patient Scenario #1
Objective information:

• No metabolites in toxicology screen for oxycodone

• Genetic testing indicates normal metabolizer 

• Opioid pill counts appropriate 

Subjective information:

• Patient states uses 4 doses per day, each day 

• Patient denies efficacy of non-opioid treatment modalities, disease-modifying therapy 

• Patient is not satisfied with current regimen
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Opioids were involved in more than 68,000 deaths in 2020,12 which was 8.5 times the number of opioid-involved overdose deaths in 1999.1Since the 1990s, when the amount of opioids prescribed to patients began to grow, the number of overdoses and deaths from prescription opioids has also increased. Even as the amount of opioids prescribed and sold for pain has increased, the amount of pain that Americans report has not similarly changed.



Overdose Death Rates Involving Opioids – United States, 1999-2020
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In more recent years, the data have shown the increase in overdose deaths is being fueled by deaths involving synthetic opioids (other than methadone), likely illicitly manufactured fentanyl (IMF). This increase in deaths has been associated with increases in drug submissions (i.e., drug products tested by forensic labs) of IMF, but not in pharmaceutical fentanyl prescribing rates. 4,10,11,12  Thus, a large proportion of the increase in overdose deaths is presumably due to IMF and not prescription opioids.13 However, current information reported about overdose deaths in NVSS does not distinguish pharmaceutical fentanyl from IMF. Given the surge in availability of IMF starting in 2013, the CDC Injury Center began analyzing synthetic opioids (other than methadone) separately from other prescription opioids for 2014 mortality data. This analysis provides a more detailed understanding of the increase in different categories of opioid deaths.Using this approach, we found that more than 16,000 deaths involving prescription opioids (limited to natural and semi-synthetic opioids and methadone) occurred in 2020, which is equivalent to about 45 deaths per day.1 This number is likely an undercount of deaths related to prescription opioids because it does not include deaths associated with pharmaceutical fentanyl, tramadol, and other synthetic opioids that are used as pain medications.Drug overdose deaths can be hard to categorize. In 8% of drug overdose deaths in 2018, no specific drug was listed on the death certificate.12 In many deaths, multiple drugs are present, and it is difficult to identify which drug or drugs caused the death (for example, heroin or a prescription opioid, when both are present).3Regardless of the method used to calculate the total numbers, prescription opioids continue to be involved in a significant proportion of drug overdose deaths, and the numbers are likely an underestimate of the true burden, given the large proportion of overdose deaths where the type of drug is not listed on the death certificate. The findings show three distinct but interconnected waves that are driving America’s opioid overdose epidemic: an increase in deaths from prescription opioid overdoses since the 1990s, an increase in heroin deaths starting in 2010, and a more recent surge in deaths from IMF, including fentanyl analogs.1,4Narcan dispensing??? 
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estimated rate of opioid prescriptions per 100 U.S. residents. After a steady increase in the overall national opioid dispensing rate starting in 2006, the total number of prescriptions dispensed peaked in 2012 at more than 255 million and a dispensing rate of 81.3 prescriptions per 100 persons.The overall national opioid dispensing rate declined from 2012 to 2020, and in 2020, the dispensing rate had fallen to the lowest in the 15 years, for which we have data at 43.3 prescriptions per 100 persons (total of more than 142 million opioid prescriptions).However, in 2020, dispensing rates continued to remain very high in certain areas across the country.In 3.6% of U.S. counties, enough opioid prescriptions were dispensed for every person to have one.While the overall opioid dispensing rate in 2020 was 43.3 prescriptions per 100 people, some counties had rates that were nine times higher than that.Opioid prescriptions, including buprenorphine, codeine, fentanyl, hydrocodone, hydromorphone, methadone, morphine, oxycodone, oxymorphone, propoxyphene, tapentadol, and tramadol, were identified using National Drug Codes. All prescriptions with days’ supply between 1 and 365 days and a known strength description were included. Cough and cold formulations containing opioids and buprenorphine products typically used to treat opioid use disorder were not included. In addition, methadone dispensed through methadone treatment programs is not included in the IQVIA Xponent data.patients and providers to discuss the risks of opioids, consider alternative therapies, and, if prescribing opioids is appropriate, the provider should offer fewer prescriptions for fewer days and at lower dosages.There was a more than 19% reduction in annual prescribing rate from 2006 to 2017. The declines in opioid prescribing rates since 2012 and high-dose prescribing rates (≥90 MME) since 2008 suggest that healthcare providers have become more cautious in their opioid prescribing practices.



Clinical Practice 
Guideline 

Presenter Notes
Presentation Notes
 The 2016 guideline was intended to ensure that clinicians and patients consider safer and more effective treatment, improve patient outcomes such as reduced pain and improved function, and reduce the number of persons who develop opioid use disorder, overdose, or experience other adverse events related to opioidsThe updating process for the CDC guideline for prescribing opioids began in 2018 and incorporated community and partner engagement to incorporate feedback from key stakeholders. The process was initiated with federal partner engagement and the Agency for Healthcare Research and Quality (AHRQ) systematic reviews. In 2019 the Board of Scientific counselors of the National Center for Injury and Control established the opioid workgroup. In 2020 public comment and individual conversations regarding the Federal Registration Notice on management of acute and chronic pain were initiated along with opioid work group meetings. The workgroup meetings were concluded in 2021. The CDC then began revising the draft of the updated guideline. They also received approval from the U.S. Department of Health and Human Services and federal partners. The draft 2022 CDC Clinical Practice Guideline for Prescribing Opioids was posted for a 60-day public comment period from February 10, 2022 to April 11, 2022. The final update was published in November 2022.  



CDC Clinical Practice Guideline 
CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016

• Encourage clinicians and patients to consider safer and more effective treatment

• Improve patient outcomes such as reduced pain and improved function

• Reduce incidence of opioid use disorder, overdose, or opioid adverse events



CDC Clinical Practice Guideline 
Guideline revision timeline 

CDC.gov
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AHRQ – Agency for Healthcare Research & Quality BSC/NCIPC – Board of Scientific Counselors of the National Center for Injury Prevention and Control CDC – Centers for Disease Control and Prevention FRN – Federal Register Notice HHS – U.S. Department of Health and Human Services OWG – Opioid Workgroup



Guideline Comparison
2016 CDC Guidelines 2022 CDC Guidelines

Excluded populations Patients < 18 years, cancer pain, end-of-life-
care, and hospice/palliative care

Patients < 18 years, sickle cell disease, 
cancer pain, end-of-life-care, and 
hospice/palliative care

Target audience Primary care providers Primary care providers

Dentistry, physical medicine and 
rehabilitation, surgery, neurology, 
obstetrics/gynecology, emergency medicine

Emphasis on  interprofessional
collaboration: mental health specialists, 
pharmacists, and registered nurses



Guideline Comparison
2016 CDC Guidelines 2022 CDC Guidelines

Patient care settings Outpatient practices Outpatient practices, urgent care facilities, 
discharges from inpatient or emergency 
departments

Guideline authors Physicians, public health experts Physicians, public health, pharmacist

Pain classifications Chronic pain Acute, subacute, and chronic pain



Guideline Comparison
2016 CDC Guidelines 2022 CDC Guidelines

Additional areas of 
emphasis

Specific MME threshold and treatment duration

Offering naloxone to patients at increased risk of 
opioid overdose

Addressing health inequities that limit access

Distinguishing between initiating opioids versus 
chronic opioid utilization

Guidance on non-opioid and non-pharmacologic 
recommendations for specific pain conditions

Emphasizing shared decision making, benefit 
versus risk of starting and continuing opioid 
therapy, the appropriateness and goals of opioid 
tapering

Avoiding patient abandonment due to guideline
misapplication



CDC Clinical Practice Guideline
Prescribing Opioids for Pain

• Intended to help:
• Improve communication about the benefits and risks of pain treatments
• Improve the safety and effectiveness of pain treatment, mitigate pain
• Improve function and quality of life for patients with pain
• Reduce risks associated with opioid pain therapy

Presenter Notes
Presentation Notes
Improve communication about benefits and risks of pain treatments including opioids Risks of opioid therapy (including opioid use disorder, overdose, and death)



CDC Clinical Practice Guideline
Prescribing Opioids for Pain

• Flexible recommendation to enable person-centered decision-making
• Considers individual’s expected health outcomes and well-being
• Intended for clinicians providing pain care for outpatients 18 years or older:

• acute pain - duration less than 1 month
• subacute pain - duration of 1-3 months
• chronic pain - duration of more than 3 months



CDC Clinical Practice Guideline
Prescribing Opioids for Pain

• Not applicable to:
• Management of pain related to sickle cell disease
• Management of cancer-related pain
• Palliative care
• End-of-life care

• Not meant to be used as inflexible standard of care across patient populations
• Should not lead to the rapid tapering or abrupt discontinuation of opioids for patients
• Not intended as a law, regulation, policy that dictates clinical practice
• Not a substitute for FDA-approved labeling

Presenter Notes
Presentation Notes
Not meant to be used as inflexible standards of care across patient populations by healthcare professionals, health systems, pharmacies, third-party payers, or governmental jurisdictions



CDC Clinical Practice Guideline
Prescribing Opioids for Pain

• Integrated pain management
• Collaborative working relationships among clinicians
• Behavioral health, social work, pharmacists, nursing, physical and occupational therapists

• All patients with pain should receive treatment that provides the greatest benefits
• Consideration of nonopioid and opioid therapies

Presenter Notes
Presentation Notes
All patients with pain should receive treatment that provides the greatest beneﬁts relative to risks. This includes consideration of nonopioid therapiespromotes integrated pain management and collaborative working relationships among clinicians, including, for example, behavioral health specialists such as social workers or psychologists, pharmacists, and registered nurses.



CDC Clinical Practice Guideline
Prescribing Opioids for Pain

Opioid 
Therapy
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Initiation
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Opioid Therapy

Presenter Notes
Presentation Notes
Determining whether or not to initiate opioids for pain(Recommendations 1, 2)Deciding duration of initial opioid prescription and conducting follow-up(Recommendations 6, 7)Selecting opioids and determining opioid dosages(Recommendations 3, 4, 5)Assessing risk and addressing potential harms of opioid use(Recommendations 8, 9, 10, 11



CDC Clinical Practice Guideline
Guiding Principles

1. Appropriately assess and treat pain regardless of whether opioids are part of a treatment regimen

2. Recommendations are voluntary and intended to support individualized person-centered care

3. A multimodal and multidisciplinary approach is critical

4. Avoid misapplying guideline beyond intended use - lead to unintended and harmful consequences 

5. Attend to health inequities; provide culturally and linguistically appropriate communication, 
ensure access to an appropriate, affordable, diversified, coordinated, and effective 
nonpharmacologic and pharmacologic pain management regimen for all persons

Presenter Notes
Presentation Notes
Acute, subacute, and chronic pain needs to be appropriately assessed and treated independent of whether opioids are part of a treatment regimen.Recommendations are voluntary and are intended to support, not supplant, individualized, person-centered care. Flexibility to meet the care needs and the clinical circumstances of a specific patient is paramount.A multimodal and multidisciplinary approach to pain management attending to the physical health, behavioral health, long-term services and supports, and expected health outcomes1 and well-being of each person is critical.Special attention should be given to avoid misapplying this clinical practice guideline beyond its intended use or implementing policies purportedly derived from it that might lead to unintended and potentially harmful consequences for patients.Clinicians, practices, health systems, and payers should vigilantly attend to health inequities; provide culturally and linguistically appropriate communication, including communication that is accessible to persons with disabilities; and ensure access to an appropriate, affordable, diversified, coordinated, and effective nonpharmacologic and pharmacologic pain management regimen for all persons.



CDC Clinical Practice Guideline
Recommendations

1. Non-opioid therapies are effective, maximize non-pharm, discuss realistic benefits and 
known risks of opioids

2. Consider initiating opioid therapy if expected benefits for pain and function outweigh risks

3. Use immediate release when starting opioid therapy

4. Use lowest effective dose for opioid-naïve patients 

5. Carefully weigh benefits and risks and exercise care when changing opioid dosage



CDC Clinical Practice Guideline
Recommendations

6. Prescribe opioid quantity no greater than amount needed 

7. Evaluate opioid therapy within 1-4 weeks of initiation 

8. Periodically evaluate harms and discuss risk with patients – implement mitigation strategies

9. Review PDMP data

10. Consider toxicology testing

11. Caution concurrent use of opioids and benzodiazepines

12. Offer and arrange treatment for patients with OUD



Best Practice for 
Opioid Use in 
Chronic Pain 
Management



Best practices: opioids in chronic pain 
Chronic Pain Treatment Principles

1. Assessment
2. Build Patient-Clinician Partnership
3. Use Non-Opioid Therapies
4. Opioid Consideration If Non-Opioid Therapies Are Ineffective
5. Deprescribing



Best practices: opioids in chronic pain 
Opioid risk and benefit analysis is patient specific 

• All pain medications (including non-opioids) carry risk of harm
• Opioids risks:

• Death
• Falls
• Motor vehicle accidents
• Opioid Use Disorder



Best practices: opioids in chronic pain 
Opioid risk and benefit analysis is patient specific 

• Opioids can be part of multi-modal analgesia
• Incorporate safety measures
• Implement universal screening precautions

• Goal is to improve function and minimize the risk



Best practices: opioids in chronic pain 
Opioid risk and benefit analysis is patient specific

• Factors in risk-benefit analysis:
• Medical, social, and substance use histories
• Caregiving support 
• Impact of previous pain management strategies on pain and function
• Risk of opioid use disorder

Presenter Notes
Presentation Notes
Factors in risk benefit analysis include:Patient characteristics (medical, social, and substance use histories) Caregiving support (With education, can the patient or their caregiver safely administer medication?)FunctionImpact of previous pain management strategies on pain and functionRisk of opioid use disorder



Best practices: opioids in chronic pain 
Universal Precautions for Managing Risk in ALL Patients

• Regular Visits

• Opioid Treatment Agreement

• Urine Drug Testing

• Prescription Drug Monitoring Programs

• Naloxone Training and Provision

Every patient considered for opioid therapy should be assessed for OUD risk

Presenter Notes
Presentation Notes
The following diagnoses and medications are the factors most correlated with OUD:Past history of OUDCurrent or past history of non-opioid Substance Use Disorder (SUD) (alcohol, cigarettes, other drugs) Anxiety Trauma Certain mental health diagnoses, including personality disorder, somatoform disorder, psychotic disorder, and mood disorder Certain psychiatric medications including atypical antipsychotics, antidepressants, anxiolytics, anticonvulsants, and benzodiazepinesIf one or more of these factors is present, the patient should be considered higher than standard risk for OUD.The risks of developing OUD are the same for patients with serious illness as they are for any other patient.



Best practices: opioids in chronic pain 
Barriers to Effective Pain Management

• Inadequate knowledge and education on the part of clinicians
• Over-reliance on pain scales in clinical assessment
• Not exploring the characteristics of the pain 
• Failure to evaluate impact on social and physical function, quality of life
• Negative attitudes and stereotyping that affect clinical decision-making 
• Lack of cultural sensitivity
• Unequally distributed insurance coverage and underinsurance
• Low health literacy

Presenter Notes
Presentation Notes
Prescribing ConsiderationsThe work of the prescribing clinician does not end with writing the prescription. All clinicians must pay attention to factors and social determinants that will influence a patient’s ability to obtain and safely take any medication.The bottom line: a responsibility for safe and effective relief of suffering.No symptoms, signs, or tools can identify individuals who are no-risk. All patients, including those at risk for substance use disorders, still need to have their pain managed.If benefit outweighs the risk: Use best practices (review CAPC’s Pain Management curriculum) Set an opioid trial Titrate and monitorSET THE PARAMETERS FOR AN OPIOID TRIAL Set clear functional goals for opioid therapy. Make sure the patient knows that elimination of all pain is not possible. Set long-term functional goals, but also work with patients to set short-term SMART goals (Specific, Measurable, Achievable, Realistic, and Timebound). For example, “Our goal is that within two months, we will find the right medication dosage for you to be able to sleep through the night without waking from pain.”Start slow (see CAPC’s table of safe opioid starting doses for the opioid-naive patient). If titration is necessary, stop at the lowest effective dose, and avoid unlimited dose escalation. Be ready to taper opioids if they don’t help the patient’s function improve—and communicate about this strategy with your patient ahead of time.



Patient Scenario #2 
30-year-old female receiving care from pain management

• Pain diagnosis: chronic pain, chronic post-operative pain

• Pain regimen: hydrocodone acetaminophen 7.5/325 mg #120/30 days
• Diagnosis associated with prescription: chronic pain
• Initiated 9/8/2022 by surgeon, continued by endocrinology, then pain management
• Filled every 30 days since initiation per PDMP 



Opioid Utilization 
and 

Characteristics of 
a Comprehensive

Pain Practice 



Resources 
Veterans Affairs Use of Opioids in the Management of Chronic Pain

https://www.healthquality.va.gov/guidelines/pain/cot/

Centers for Disease Control and Prevention (CDC) Prescription Opioids: Guideline at -a-Glance
https://www.cdc.gov/opioids/healthcare-professionals/prescribing/guideline/at-a-glance.html

Food and Drug Administration (FDA) Where and How to Dispose of Unused Medicines
www.fda.gov/ForConsumers/ConsumerUpdates/ucm101653.htm

Ohio Opioid Curriculum
https://www.ebasedacademy.org/learn/public/catalog/view/3

SAMHSA Opioid Use Disorder Resources
www.samhsa.gov/find-help

Presenter Notes
Presentation Notes
Ohio Opioid Curriculum
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