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U.S. Opioid Dispensing Rates per 100 people, from 2006 to 2020

How have rates improved over time?
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Opioid overdose kills

more individuals than those involved

in fatal motor vehicle accidents.
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Opioid Overdose Deaths Increasing

@ Total overdose deaths

. All opioid deaths . Synthetic opioid deaths
10,000

Start of COVID-19 pandemic

8,000 response in the U.S. .
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- The Commonwealth Fund



Effects ofCOVID19 pandemidkely to
worsenopioid misuse and opioid use disorder

Anxiety Loneliness Financial stress Decreased
healthcare access



New Persistent Opioid Use

ﬁ ] 600  BrummettCM et al JAMA Surg2017; 152(6).



Who Is at Risk for Persistent Postoperative Opioid Use?

Chronic pain conditions

Mood Disorders

Sleeping Problems

Remote Opioid Use




Persistent Opioid Use Associated with Negative

Outcomes
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Babu KM, et al NEJM 2019;380(23)
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Chronic post-surgical pain — update on incidence,
risk factors and preventive treatment options
D.C. Rosenberger and E.M. Pogatzki-Zahn*

University Hospital Miinster, Miinster, Germany
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Incidence of Chronic PeSurgical Pain

9,6

Table 1 Incidences of CPSP for different types of surgery. Data adapted from several studies. "' Severe CPSP is defined as pain
ratings of >5 on a scale from 0 (no pain) to 10 (worst possible pain)."'" CPSP, chronic post-surgical pain; NP, neuropathic pain.

Type of surgery Incidence of Incidence of severe Chronic pain up to Proportion

all CPSP (%) CPSP (>5/10) 12 months of NP

Abdominal surgery (bowel and colorectal) 17-21 Not reported Not reported Not reported
Amputation 3085 5-10% 75% (lower limbs) 80%
Caesarean section 6—55 5-10% Not reported 50%
Cholecystectomy 3—56 Not reported Not reported Not reported
Craniotomy 7—65 25% Not reported Not reported
Dental surgery 5-13 Not reported Not reported Not reported
Hip arthroplasty 7-23 6% 28% 1-2%
Inguinal herniotomy 5—-63 2—4% 30% 80%

Knee arthroplasty 1344 15% 18% 6%
Mastectomy 11-57 5-10% 43-56% (breast cancer surgery) 65%
Sternotomy 7—50 5—10% 27% 13%
Thoracotomy o—74 10% 41% 45%
Vasectomy 0-37 Not reported Not reported Not reported
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CDC Releases UPDATED Clinical Practice Guideline for Prescribing Opioids for Pain

Expanded recommendations support clinicians and patients, improve patient care and safety
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C.D.C. Proposes New Guidelines for
Treating Pain, Including Opioid Use

The agency threw out previous recommended limits on doses but
encouraged “nonopioid therapies” wherever possible.

ByJan Hoffman
% Give this article ﬁ m Q 535 Feb . 10; 2022
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Though still in draft form, the 12 recommendations, issued by the
Centers for Disease Control and Prevention, are the first
comprehensive revisions of the agency’s opioid prescribing
guidelines since 2016. They walk a fine line between embracing the
need for doctors to prescribe opioids to alleviate some cases of
severe pain while guarding against exposing patients to the well-
documented perils of opioids.

Dr. Samer Narouze, president of the American Society of Regional

Anesthesia and Pain Medicine, an association of clinicians, praised
the tone, level of detail and focus of the project =R GIEIRdiE i1
in the culture from the 2016 guidelines,” he said, characterizing the

earlier edition as ordering doctors to “just cut down on opioids —

By contrast, the new proposal “has a much more caring voice than

a policing one, and it’s left room to preserve the physician-patient
ey added Dr. Narouze, chairman of the Center for Pain
Medicine at Western Reserve Hospital in Cuyahoga Falls, OH.

The 229-page document warns of addiction, depressed breathing,
altered mental status and other dangers associated with opioids,
but it also notes that the drugs serve an important medical
purpose, especially for easing the immediate agony from traumatic
injuries such as burns and crushed bones. In those instances when
opioids seem the way to go, the recommendations said, doctors
should start with the lowest effective dose and prescribe
immediate-release pills rather than long-acting ones.


https://www.nytimes.com/by/jan-hoffman

The 2022 Clinical Practice Guideline addresses the following areas: 1) determining whether to mitiate opioids
for pain. 2) selecting opioids and determining opioid dosages. 3) deciding duration of initial opioid prescription
and conducting follow-up, and 4) assessing risk and addressing potential harms of op1oid use. The Clinical
Practice Guideline supports the primary prevention pillar of the HHS Overdose Prevention Strategy —
supporting the development and promotion of evidence-based treatments to effectively manage pain.

The guideline 1s a clinical tool to improve communication between clinicians and patients and empower them to
make informed decisions about safe and effective pain care. The recommendations are voluntary and provide
flexibility to clinicians and patients to support individualized. patient-centered care. They should not be used as
an 1nflexible, one-size-fits-all policy or law or applied as a rigid standard of care or to replace clinical
judgement about personalized treatment.
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Recommendation categories (on basis of evidence type,
balance between desirable and undesirable effects, values
and preferences, and resource allocation [cost]).

* Category A recommendation: Applies to all persons;
most patients should receive the recommended course
of action.

e Category B recommendation: Individual decision-
making needed; different choices will be appropriate for
different patients. Clinicians help patients arrive at a
decision consistent with patient values and preferences
and specific clinical situations.

Evidence types (on basis of study design and as a
function of limitations in study design or implementation,
imprecision of estimates, Variabilit}f n findings,
indirectness of evidence, publication bias, magnitude

of treatment effects, dose-response gradient, and
constellation of plausible biases that could change effects).

* Type 1 evidence: Randomized clinical trials or
overwhelming evidence from observational studies.

* Type 2 evidence: Randomized clinical trials with
important limitations, or exceptionally strong evidence
from observational studies.

* Type 3 evidence: Observational studies or randomized
clinical trials with notable limitations.

* Type 4 evidence: Clinical experience and observations,
observational studies with important limitations, or
randomized clinical trials with several major limitations.

This clinical practice guideline is

A NOT a replacement for clinical judgment or individualized,
personcentered care

A NOT intended to be applied as inflexible standards of care

A NOT intended to lead to rapid tapering or abrupt
discontinuation of opioids

A NOT intended to be a law, regulation, or policy that dictates
clinical practice

A NOT applicable to:
pain related to sickle cell disease

cancerrelated pain
palliative care or endof-life care

opioids prescribed for opioid use disorder



Determining Whether or Not to Initiate Opioids for Pain
(Recommendations 1 and 2)

A Nonopioid therapies are at least as effective as opioids for many common types of acute pain.
Clinicians shoulchaximize use of nonpharmacologic and nonopioid pharmacatberapies

Only consider opioid therapy for acute pain if benefits are anticipated to outweigh risks

Before prescribing opioid therapy for acute pain, clinicians should discuss with patients tl

realistic benefits and known risks
(Recommendation category: B; evidence type: 3)

A Nonopioid therapies are preferred for subacute and chronic pain.

Before starting opioid therapy for subacute or chronic pain, clinicians should discuss with patiel
realistic benefits and known risks

should work with patients to establish treatment goals for pain & function
should consider how opioid therapy will be discontinued if benefits do not outweigh risks
(Recommendation category: A; evidence type: 2)



Selecting Opioids and Determining Opioid Dosages
(Recommendations 3, 4, and 5)

3. When starting opioid therapy for acute, subacute, or chronic pain, clinicians should prescribe
immediate - release opioids

(recommendation category: A, evidence type: 4).

4. When opioids are initiated for opioid -naive patients with acute, subacute, or chronic pain, clinicians
should prescribe the lowest effective dosage.
carefully evaluate individual benefits and risks when considering increasing dosage, and should avoid

increasing dosage above levelslikely to yield diminishing returns in benefits relative to risks

(Recommendation category: A; evidence type: 3).



Selecting Opioids and Determining Opioid
Dosages (Recommendations 3, 4, and 5)

5. For patients already receiving opioid therapy:

If benefits outweigh risks of continued opioid therapy, clinicians should work closely with patients to
optimize nonopioid therapies while  continuing opioid therapy.

If benefits do not outweigh risks of continued opioid therapy, clinicians should optimize other therapies
and work closely with patientsto  gradually taper to lower dosages

Unless there are indications of a life -threatening issue such as warning signs of impending overdose
(e.g., confusion, sedation, or slurred speech), opioid therapy should  not be discontinued abruptly

(Recommendation category: B; evidence type: 4)



Inherited Patients
Taking Opioids for
Chronic Pain
Considerations

for Primary Care

NEJM 2/2022

A lllicit Opioid Use after Taper or Discontinuation
of Long-Term Opioid Therapy
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Risks Conferred by Tapering or Discontinuing Long-Term Opioid Therapy.

Among patients who have their long-term opioid therapy discontinued or tapered, there is an increased risk of illicit opioid use
(Panel A), a high incidence of emergency department visits and opioid-related hospitalizations (Panel B), an increased incidence
of mental health crises and overdose events (Panel C), and an increased risk of death from suicide or overdose (Panel D). I bars
in Panel C indicate 95% confidence intervals. Data are from Coffin et al.,> Mark and Parish,® Agnoli et al.,* and Oliva et al.?

https://www.nejm.org/doi/full/10.1056/NEJMp2115244




29 Open.

Original Investigation | Pharmacy and Clinical Pharmacology

Long-term Risk of Overdose or Mental Health Crisis After Opioid Dose Tapering

Joshua J. Fenton, MD, MPH; Elizabeth Magnan, MD, PhD; Iraklis Erik Tseregounis, PhD; Guibo Xing, PhD; Alicia L. Agnoli, MD, MPH, MHS; Daniel J. Tancredi, PhD

JAMA Network Open. 2022;5(6):e2216726. doi:10.1001/jamanetworkopen.2022.16726

Table 2. Incidence and IRRs of Study Outcomes by Pretaper and Postinduction Periods Among Patients Who Underwent Opioid Dose Tapering®

Pretaper Postinduction IRR (95% CI)®
Incidence rate, Incidence rate,

Events, No./person-  events/100 Events, No./person-  events/ 100 IRD/100 person-
Outcome years, No. person-years  years, No. person-years years (95% CI)° Unadjusted Adjusted®
Overdose or withdrawal 888/25142 35 880/16 257 5.4 1.9(1.5-2.3) 1.53(1.39-1.68) 1.57 (1.42-1.74)
Overdose 505/25142 2.0 455/16 257 2.8 0.8(0.51.1) 1.39(1.22-1.58) 1.40(1.22-1.61)
Mental health crisis 747/25142 3.0 714/16 257 4.4 1.4(1.0-1.8) 1.48 (1.33-1.64) 1.52 (1.35-1.71)

Abbreviations: IRD, incidence rate difference; IRR, incidence rate ratio. ® |RDs and IRRs are all significant with P < .001.

2 There were 21515 tapers among 19 377 patients. t Estimated using fixed-effects negative binomial regression.



Deciding Duration of Initial Opioid Prescription & Conducting Folfov
(Recommendations 6 and 7)

6. When opioids are needed for acute pain, clinicians should presooilogeater quantity
than neededfor the expected duration of pain severe enough to require opioid@

(Recommendation category: A; evidence type: 4)

7. Clinicians should evaluate benefits and risks with patierntsn 1¢4 weeksof starting
opioid therapy for subacute or chronic pain or of dosage escalation.
Clinicians should regularly reevaluate benefits and risks of continued opioid thet=

(Recommendation category: A; evidence type: 4).



Assessing Risk and Addressing Potential Harms of Opioid Use
(Recommendations 8, 9, 10, 11, and 12)

8. Before starting and periodically during continuation of opioid therapy,
clinicians should evaluate risk for opioid -related harms
Clinicians should work with patients to incorporate strategies to mitigate risk,

including offering Naloxone

(Recommendation category: A; evidence type: 4).

9. When prescribing initial opioid therapy for acute, subacute, or chronic pain,
and periodically during opioid therapy for chronic pain, clinicians should

review the patientAs history of contro

prescription drug monitoring program (PDMP)
(Recommendation category: B; evidence type: 4).



Assessing Risk and Addressing Potential Harms of Opioid Us:
(Recommendations 8, 9, 10, 11, and 12)

10. When prescribing opioids for subacute or chronic pain, clinicians should consider the benefits
and risks of toxicology testing

(Recommendation category: B; evidence type: 4).

11. Clinicians should use particular caution when prescribing opioid pain medication
and benzodiazepines and other central nervous system depressants
(Recommendation category: B; evidence type: 3).

12. Clinicians should offer or arrange treatment with evidence -based medications to
treat patients with opioid use disorder
Detoxification without medications for opioid use disorder, is not recommended for opioid use

disorder because of increased risks for resuming drug use, overdose, and overdose death
(Recommendation category: A; evidence type: 1)



Good morning. The opioid crisis doesndot n

February 21, 2023 example of Americads surprising resistanc

By German Lopez

vework | Open.

Original Investigation | Substance Use and Addiction

Use of Medication for Opioid Use Disorder Among US Adolescents and Adults
With Need for Opioid Treatment, 2019

Pia M. Mauro, PhD; Sarah Gutkind, MSPH; Erin M. Annunziato, MPH; Hillary Samples, PhD, MHS

While medications likenethadone and buprenorphinean sharply
reduce deaths among opioid addiction patientsnly about a quarter
of people who could benefit from these treatments receive them.
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