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Session Learning Objective Background

Chronic pain (23 months) is common
«+ In 2016, 20.4% of U.S. adults had chronic pain

Demonstrate an understanding of current evidence related to interventions « 8% with high impact chronic pain
@ I for chronic pain, including both pharmacologic and nonpharmacologic « Annual cost of $560 to $635 billion
treatment options. « Leading cause of disability in the U.S.

Chronic pain is caused by a variety of conditions

Opioids often prescribed for chronic pain

+ From 1999 and 2015
« prescriptions for opioids for chronic pain more than tripled;
- prescribing rates have leveled off and slightly declined

+ From 1999 to 2014
- more than 165,000 died from overdose related to

prescription opioids;
- In 2021, there were about ~17,000




Background, cont.

For the treatment of chronic pain:

Pharmacologic NSAIDs ot logic  Exercise and other
therapies
treatments
include: acetaminophen include: psychological/behavioral
herapies
antidepressants complementary &
integrative therapies
antiseizure meds mind-body interventions
topicals physical modalities
As well as other and others

pharmacologic treatments

Maghnitude of Effect

MD:

Mean difference (MD): : Effects greater than moderate
0.5 to <1.0 points on O to 10 scale, 1 to <2 points on O to 10 scale,
or equivalent or equivalent

MD: MD: Effects greater than moderate
5to <10 points on 0to 100 ODI 10 to <20 points on ODI

1to<2pointson0t024RDQ,  2to <5 points on RDQ,
or equivalent or equivalent

Standardized mean difference SMD: 0.5 to <0.8
(SMD):0:2 to <0.5

Background, cont.

Three AHRQ-funded systematic reviews

were conducted on treatments for chronic pain
in 2019 Duration of follow-up categories

« Opioids: Short-term follow-up. 1to <ém

Update of 2014 AHRQ review 5
Intermediate-term follow-up 6 to <12m
. N ioid phari
New review; duration of treatment at least Long-term follow-up. 212m
3 months

Results for pain reported on a 0-to-10scale

Nonpharmacologic treatments:
Update of 2018 AHRQ review; restricted
to trials that followed patients >1 m after
completing therapy

Efficacy of Opioid Treatments for Chronic Pain:
Function and Pain Outcomes

Intervention Function

Intermediate  Long-Term liate | Long-Term
ES, SOE ES, SOE ES, SOE

Small
e e

None None
++ ++

None None
+ ++

None None*
vs. opioid alone + ++

Abbreviations: SOE=strength of evidence SOE: + = low, ++ = maderate, +++ = high
Effect size: None or small, moderate, or arge. *The effect iy Sis

for small




Opioid vs. Placebo or No Opioid

Sl -

k=70
N-19.486
k=43
N-12.351
k=43
N-12.297

k=22
N=7.875

MD -0.80 point (95% Cl, -0.94 to -0.67) 72% High
SMD -0.22 (95% Cl,-0.28 to -0.16) 54% High
MD 1.65 points (95% Cl, 1.09 to 2.1) 0% High
MD -0.52 point (95% Cl, -1.45 to 0.41) 64% High
SMD -0.25 (95% Cl, -0.33 to -0.19) 0% Moderate
SMD 0.00 (95% Cl, -0.22 to 0.18) 40% Moderate

MED/day (vs. <50 MED)/day),
2007)3nd for crossover el grout

and for

5,36 month follow up)

Opioid vs. Placebo

Improvement in

at Short-Term
Follow-up

Opioid vs. Placebo
or No Opioid:
Improvemen

at Short-Term
Follow-up

Opioid vs. Placebo
or No Opioid:
Likelihood of
Experiencing a

Pain Response
at Short-Term
Follow-up
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Opioid vs. Nonopioid

zi;’:iy‘ji‘oif‘ys‘t‘f . MD -0.18 point (95% C1, -0.52 t0 0.14) 53% Moderate AL
s) -
- 101d VS.
Pain response = RR1.06(95% Cl, 088 to 1.32) 75% Moderate OP ° d. § e
(dichotomous) N=2646 Nonopioid: o0
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Function e SMD 0,05 (95% C1,0.10t0 0.17) 12% High Improvement
il Weuropatra Mos
sn élh th o MD -1.80 points (95% CI, -5.45 to -0.12) 1% Moderate Mean Pain at gt o
physical health status ShDI’t-Term
ien lg e B MD -0.63 points (95% Cl, -4.27 to 0.91) 38% Moderate Follow-up
Sleep quality = SMD 0.01 (95% Cl, -0.14 t0 0.12) 0% Moderate
Depression severity t‘ SMD 0.05 (95%% Cl, -0.09 to 0.22) 0% Moderate
- K=
N

Anxiety severity o SMD 0.00 (95% C1,-0.62 0 0.36) 0% Low

12 months (34 vs, 3.3, D 0.1, 95% Cl.
35 MD 05, 95% C1,00 to 10)

Favess 0P Favars NOHOP

Note: Nociceptive pain refers to musculoskeletal condition
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Opioid vs. Placebo or No Opioid

ot cER90 [ ontinuation RR 226 (9% C1, 187 10 275) o5 N
Opioid vs dve oA St ex e 2 i
3 W —— -
Nonopioid: e HEE RR121(95% C1,087 0 171) 7% Moderate

Improvement in k=60 RR 246 95% C1,217 t0.280) ;

p Nausea x ARD 14% (95% CI, 11% to 17%) w8 LFifgi
” ) RR357 (95% 1,298 t0434) .

Short-Term : BRERASS
_— RR338 (95% C1,296 t0392) ;

Follow-up Constipation e e 21% High
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Opioid vs. Placebo or No Opioid, cont. N
e soe | | soe | a .

Meta-Regression
Long-cig it st it incesed oo s of Improvement [

Risk of fracture studies s i fracture and isk offalls, by Opioid Dose
though iferences were ot staisically Sgnificantinall studiesand Low

Oy abuse, . Association between opioid use and increased risk of abuse,
R

st
ocardial infarction studies risk of MI Low
empted
id abu:

Risk of falls studies with longer duration of f:l i

fyocar
Use of ED medications 1 cross-sectional study  Long-term opioid use associated with increased risk for use vs. nonuse Low ©
Attemptec No association between any long-term opioid use and increased risk of 1 I X - T
suicide/self-harm ey attempted suicide/self-harm Ly 0 50 100 150 20(
Opioid abuse, 7 eotort st Association between opioid use and increased sk of opoidabuse Low Crolord dass (WED)
dependence, or addiction [aie dependence, or addiction =

| ® MD_Primary lowess MD_Primary OpioiddoseMED_num

P

Non-Opioid Medications

-
Mean Pain
MD-0.61 MD-0.79 Improvement
(-0.87 to -0.36) (110 to -0.49) - Analys
oromyat MD -0.61 MD -0.60 - Pregabalin and
% (-0.79 to -0.48) (-0.80 to -0.36) Gabapentin in
Neuropathic Pain
. MD-075 - MD-071
(-1.05 t0 -0.53) (-0.82 t0 -0.61)
MD -0.50
foubasipe (071 t0-0.29) - -
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Nonpharmacologic therapies:
“Active” chronic LBP interventions vs. usual care, waitlist, attention control,
placebo

Intervention Function

Short-Term  Intermediate | Long-Term Intermediate | Long-Term
ES, SOE ES, SOE ES, SOE ES, SOE

slight none none slight moderate | moderate
Exerc H ¥ p & 3 s

Mean Pain
Improvement
Analysi:
NSAIDs in

o g

slight slight slight slight slight slight
+* +* ++ ++ ++ ++
Osteoarthritis
++ ¥ g ++
- - none none none slight slight none
» »
slight slight none slight slight none
+ + ++ ++ +




Nonpharmacologic therapies: Nonpharmacological therapies:
“Passive” chronic LBP interventions vs. usual care, waitlist, attention control,
placebo

“Active” and “Passive” chronic LBP interventions vs. exercise

Intervention Function Intervention Function

Short-Term | Intermediate | Long-Term
ES, SOE , SOE ES, SOE

Tong Term
ES, SOE

Tntermediate  Long-Term Tong-Term
ES, SOE ES, SOE ES, SOE

Physical Modalites: none i Pctioes e -~ o -
Ultrasound + Yoga + + + +
i Mind-Body Practice: slight siight
Physical Modalities: slight none moderate none ind-Body Practices: none P T R 51 none
w Level Las + + + + Qigong % " +

Tntermediate
ES, SOE

i
. Multidisciplinary slight slight none slight slight none
Manual Th slight slight none slight Rehabilitation ++ + + ++ ++ +

Spinal Manipulation + + + ++

Manual Therapi slight none slight none Physical Modalites: none slight
Massage +* + ++ + Low-Level Laser Therapy ¥ s

Manual Therapies: o o none slight
g Theees none hons) Spinal Manipulation ¥ ¥ I b

Traction + Y

Manual Therapies: none none
Massage + 5

-
Yhuen  Short-term
¥ Moderate effect
{11 level)
v SOE:Low
Chronic LBP Pain: i e ™ (41 level)
Exercise vs. usual s
care, attention jrrmeagt s i gy e | Intermediate-term
e oy fferperd teimsm ¥ Moderate effect
control, placebo o o Wiwem o SOE: Low
ot 2
3 T R
. sanaw ¥ Moderate effect
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2016 CDC Guideline

12 recommendations in 3 areas

When to initiate or continue opioids
Opioid selection, dosage, duration,
follow-up, and discontinuation
Assessing risk and addressing the harms
of opioid use

All recommendations category A (strong)
except 1 recommendation category B
(conditional) on urine drug testing

All evidence for recommendations

type 3 (RCTs with notable limitations, or
observational studies), or

type 4 (RCTs with major limitations, or
observational studies with notable
limitations/clinical experience)

except 1 category 2 (RCTs with limitations
or strong observational studies) on
treatment for OUD

2016 CDC Guideline

Guideline applied to populations it was not
intended for

Guideline interpreted as prohibiting opioids for
chronic pain

Application of inflexible dose thresholds

“..carefully reassess evidence of individual benefits
and risks when increasing dosage to 250 morphine
mg equivalents (MME)/day...avoid increasing dosage
to 290 morphine mg equivalents (MME)/day or
carefully justify a decision to titrate dose to 290
MME."

“...empathically review benefits and risks of
continued high-dosage therapy...For patients who
agree to taper opioids...clinicians should collaborate
with the patient on a tapering plan.”

Harms of “forced” tapering and optimal methods
for tapering

Duration parameters for acute pain may be too
short for some situations

Dose and duration thresholds arbitrary

2016 CDC Guideline

Judicious use of opioids for chronic pain
based on individualized risk assessment;
nonopioid therapies preferred

Treatment goals including impact on
function as well as pain

Risk mitigation strategies: Initiation, dose,
selection of opioids, co-prescribing, urine
drug toxicology, prescription drug
monitoring programs, naloxone

Continuation of opioids based on periodic
re-assessment

Taper or discontinue if benefits don't
outweigh harms

For acute pain, use doses and amount
necessary (usually <3 days; rarely >7 days)

MMWR
Update

in 2022

CDC Clinical Practice Guideline for Prescribing
Opioids for Pain — United States, 2022

Prescribing Opioids for Pain — The New CDC Clinical
Practice Guideline

Deborah Dowell, M 0., MP.H,, Kathleen R Ragan, M5 P.H.. Christopher M. jones, Pharm D., DrPH.,
Grant T. Baldwin, Ph.D., M.P.H_, and Roger Chou, M.D.
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Comparison

General approach (judicious, individualized
use of opioids for chronic pain with close
monitoring and risk mitigation) unchanged

Emphasis on general principles in
recommendations, rather than specific
levels/doses, to avoid inflexible application

Additional guidance on tapering, including
emphasis on slower tapers and strategies

to 2016 to mitigate harms and increase success

Guidelines

Additional guidance on the use of opioids
for acute pain and the need for re-
assessment in patients receiving opioids
for 1 to 3 months (subacute pain)

Addition of guiding principles to facilitate
equitable/individualized implementation
of recommendations

ding Principles

<= ~ P B
Appropriately assess and treat pain Recommendations are voluntary and
independent of whether opioids are intended to support, not supplant,
are part of a treatment regimen. individualized, person-centered care.

J ‘\

- ~ e ~
Utilize a multimodal & multidisciplinary Do not misapply the guideline beyond
approach to pain management. R A e,

b J b 4

Fa ™
Address and reduce health inequities,
ensure affordable and appropriate access.

S 4

Conclusions

Opioids associated with improved pain and function vs. placebo but increased risk of harms
that appears dose-dependent.

Little difference between opioids vs. nonopioids in pain or function.

Evidence on alternative opioid dosing strategies, tapering, and risk mitigation is limited.
Several nonopioid medications associated with short-term benefits vs. placebo for
various chronic pain conditions, but increased risk of withdrawal due to AE.

Several nonpharmacologic interventions associated with benefits on pain or function
beyond the course of therapy for specific chronic pain conditions; most effects sizes

are small; evidence for “active” vs. “passive” interventions may inform treatment selection.
Benefits of all therapies for chronic pain are small, with limited data on longer-term outcomes.
The subsequent series of three updates did not change the main conclusions.

2022 CDC guideline retains a judicious, individualized approach to the use of opioids

but attempts to reduce misapplication by focusing on general principles rather than
specific levels/parameters.

Knowledge Check

Which of the following statements about opioid therapies for chronic pain is true?

Opioids are associated with small
long-term benefits versus placebo.

Opioids are associated with no
benefits versus placebo.

Opioids are associated with benefits E There is a consistent association
that appear similar to nonopioid between increasing opioid dose
medications. and larger benefits.

Opioids are associated with greater
benefits than exercise.




Knowledge Check

Which of the following statements about opioid therapies for chronic pain is true?

Opioids are associated with no Opioids are associated with small
benefits versus placebo. long-term benefits versus placeba.
Opioids are associated with benefits There is a consistent association
that appear similar to nonopioitl between increasing opioid dose
medications. and larger benefits.

Opioids are associated with greater
benefits than exercise.
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