
CDC Opioids Guidelines 2022

Samer Narouze, MD, PhD
Professor of Surgery, NEOMD

Clinical Professor of Anesthesiology and Pain Medicine, OUCOM
Clinical Professor of Neurological Surgery, OSU

Chairman, Center for Pain Medicine
Western Reserve Hospital

Cuyahoga Falls, OH

@NarouzeMD

I have no relevant  financial relationships with industry to disclose



Disclosures

AMERICAN
BOARD
of
HEADACHE
MEDICINE

I have no relevant  financial relationships with industry to disclose



















die every day from
an opioid overdose
(that includes prescription 
opioids and heroin).

205
AMERICANS



Opioid Overdose Deaths Increasing

- The Commonwealth Fund



Effects of COVID19 pandemic likely to 
worsen opioid misuse and opioid use disorder

Anxiety Loneliness Financial stress Decreased 
healthcare access



New Persistent Opioid Use
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Who is at Risk for Persistent Postoperative Opioid Use?

Chronic pain conditionsAnxiety

Substance use disorder

Tobacco use

Mood Disorders

Sleeping Problems

Remote Opioid Use
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Incidence of Chronic Post-Surgical Pain 





By Jan Hoffman
Feb. 10, 2022

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






This clinical practice guideline is:

• NOT a replacement for clinical judgment or individualized, 
person-centered care

• NOT intended to be applied as inflexible standards of care 

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

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

• NOT applicable to:

pain related to sickle cell disease

cancer-related pain

palliative care or end-of-life care

opioids prescribed for opioid use disorder.



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

• Nonopioid therapies are at least as effective as opioids for many common types of acute pain. 

Clinicians should maximize use of nonpharmacologic and nonopioid pharmacologic therapies

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 the  

realistic benefits and known risks

(Recommendation category: B; evidence type: 3)

• Nonopioid therapies are preferred for subacute and chronic pain. 

Before starting opioid therapy for subacute or chronic pain, clinicians should discuss with patients the 
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-naïve 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 levels likely 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 patients to 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

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





Deciding Duration of Initial Opioid Prescription & Conducting Follow-Up 
(Recommendations 6 and 7)

6. When opioids are needed for acute pain, clinicians should prescribe no greater quantity  

than needed for the expected duration of pain severe enough to require opioids 

(Recommendation category: A; evidence type: 4)

7. Clinicians should evaluate benefits and risks with patients within 1–4 weeks of starting 

opioid therapy for subacute or chronic pain or of dosage escalation. 

Clinicians should regularly reevaluate benefits and risks of continued opioid therapy 

(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 patient’s history of controlled substance prescriptions using state 

prescription drug monitoring program (PDMP) 

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



Assessing Risk and Addressing Potential Harms of Opioid Use 
(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)



February 21, 2023

By German Lopez

Good morning. The opioid crisis doesn’t need to be this bad. It’s another 

example of America’s surprising resistance to effective treatments.

While medications like methadone and buprenorphine can sharply 
reduce deaths among opioid addiction patients, only about a quarter 
of people who could benefit from these treatments receive them.

https://na01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnl.nytimes.com%2Ff%2Fnewsletter%2FGnSSkpGZoK4K2NRLc3piQA~~%2FAAAAAQA~%2FRgRl1zN1P0S9aHR0cHM6Ly93d3cubnl0aW1lcy5jb20vYnkvZ2VybWFuLWxvcGV6P2NhbXBhaWduX2lkPTkmZW1jPWVkaXRfbm5fMjAyMzAyMjEmaW5zdGFuY2VfaWQ9ODU5MDgmbmw9dGhlLW1vcm5pbmcmcmVnaV9pZD0xODQ5Njg0NTgmc2VnbWVudF9pZD0xMjU4NzgmdGU9MSZ1c2VyX2lkPTAzZjhkZDM2OTY2ZmI4NGYzNTNjYjc3NTk3YzBhNmQ0VwNueXRCCmPhda70YyvknalSE25hcm91enNAaG90bWFpbC5jb21YBAAAAAA~&data=05%7C01%7C%7C5c628dd4c5f34285444b08db1400e667%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C638125766331540477%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=KrPPH8A6dBEkN%2BQJWR8jgV%2F0bqSPot0IEx3o4e16bR8%3D&reserved=0






CDC 2020

Acute Pain: No greater quantity than needed

Chronic Pain: R/B/A >50 MME

No mention for hard limit

Respect the difference between new patients and 
patients already on opioids

Guidance on when to slow taper

No sudden discontinuation or abandonment

OUD

CDC 2016

Acute Pain: No greater quantity than needed

Chronic Pain: Hard limit 90 MME

?

?

Summary: CDC Culture Shift 2020 vs 2016 



Thank you
@NarouzeMD
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