
 
March 29, 2019 
 
Vanila M. Singh, M.D., MACM 
Chief Medical Officer 
Office of the Assistant Secretary for Health, HHS 
200 Independence Avenue SW 
Washington, DC 20201 
 
Re: Docket No.HHS-OS-2018-0027; Pain Management Best Practices Inter-Agency Task Force; Comments on Draft 

Report 
 
Dear Dr. Singh: 
 
On behalf of 53,000 members of the American Society of Anesthesiologists® (ASA), I am writing to provide feedback on the 
Draft Report on Pain Management Best Practices: Updates, Gaps, Inconsistencies, and Recommendations released by the 
Pain Management Best Practices Inter-Agency Task Force (Task Force) in December 2018. With a membership dedicated 
to patient safety, ASA supports policies and best practices that not only aim to address the opioid crisis but also ensure 
patient access to appropriate pain treatments. ASA commends the Task Force for their leadership in identifying gaps and 
inconsistencies in current best practices for acute and chronic pain and supports many of the draft recommendations. 
 
2.1.1 Acute Pain: Multimodal Therapies, PSH/ERAS, Appropriate Reimbursement and Guidelines 
ASA appreciates the Task Force’s recognition that patients can become at risk of becoming chronic opioid users in the 
postsurgical setting. Physician anesthesiologists are experts in pain medicine; they provide pain management for patients 
undergoing surgical procedures and implement opioid sparing techniques to decrease patient opioid use following surgery. 
Yet, these techniques are underutilized and not necessarily reimbursed appropriately. ASA is pleased to see ERAS and the 
PSH reflected in these recommendations, to ensure multidisciplinary, multimodal approaches to pain care are implemented. 
The PSH, developed by ASA, spans the entire surgical experience, from the decision to have surgery to discharge and 
beyond in a standardized way. PSH collaboratives currently function in almost 60 large and small health care systems 
across the country, where physician anesthesiologists and surgeons are partnering to carry out comprehensive 
perioperative analgesic plans that are tailored to the individual patient, with a focus on opioid-sparing regimens. Developing 
appropriate reimbursement and authorization policies around multimodal approaches is essential and will enable wide 
spread implementation of best practices (Rec. 1c). ASA concurs with the Task Force that guidelines for the use of 
multimodal clinical management of acute pain are needed. The Society would welcome the opportunity to lead efforts 
in this area and collaborate with other specialties to create guidelines for multimodal management and acute pain 
(Recs. 2a, 2b). In fact, ASA is already collaborating with the American Academy of Orthopaedic Surgeons (AAOS) on safe 
opioid stewardship and future work could build upon this partnership. 
 
As ASA noted in comments to the Task Force in May 2018, the Society is already engaging in activities to reduce opioids 
in the perioperative period, including providing education about multimodal approaches to pain management. ASA 
collaborated with Premier, Inc. and 30 of their network hospitals in a six-month pilot to reduce opioid use in the inpatient 
setting. The pilot ran September 2017- March 2018, focusing on common high-volume surgical procedures (hip, knee, and 
colectomy) with the goal of reducing the overall number of opioids prescribed to patients receiving these surgeries. ASA 
physician-members provided education to the participating hospitals on best practices. The pilot has been well received 
and hospital participants have noted positive outcomes. ASA and Premier launched a second project in October 2018, to 
conclude in March 2019; data collection is underway. This iteration includes additional partners, such as the American 
Academy of Orthopaedic Surgeons, the American College of Surgeons and the Institute for Patient and Family-Centered 
Care, as well as a larger cohort of hospitals, with 60 participants. The Society would be interested in scaling this project 
broadly, with support from HHS. The SUPPORT for Patients and Communities Act, legislation passed and signed into 
law to address the opioids crisis, includes provisions that would further this goal. ASA would be pleased to see these 
provisions carried out and actively participate in implementation. Specifically, ASA would be grateful to participate 
on a Technical Expert Panel responsible for developing best practices around pain management and data 
collection, as well as a grant program that would support alternatives to opioids in acute care settings. With ASA-
member experience in these initiatives, ASA could play a key role in carrying out the provisions from the legislation. 
 



 
2.2 Medication 
Although this section of the report is labeled Medication, it is much more than that. ASA supports Recommendation 1b 
because it provides guidance that primary care and non-pain specialists should have early consultation with pain specialists. 
This is important to ensure that complex patients get the care they need early-on. As leftover medications can provide 
unnecessary access to individuals without valid prescriptions, later leading to misuse or abuse of opioids— ASA believes 
partial fills are an important option for patients (Rec. 5d) and can help reduce the number of unused medications in families’ 
medicine cabinets. However, it is also important that patients do not have unnecessary burdens associated with partial fill, 
such as additional co-pays or challenges at the pharmacy counter; additional collaboration among patients, payors, and 
physicians is necessary to ensure partial fills are a convenient and viable option for patients. Also important is ensuring 
there are resources for disposal (Rec. 5a). ASA supports education regarding safe storage and disposal of unused 
medications and physician anesthesiologists are discussing these issues with patients whenever possible. Increasing the 
number of disposal sites would benefit patients (Rec. 5b). 
 
2.2.1.1 Prescription Drug Monitoring Programs (PDMPs) 
These recommendations have great potential to impact the functionality and uniformity of PDMPs. Both use and technology 
vary greatly from state to state and this has resulted in challenges measuring PDMP benefits. For example, access to “real 
time” data is not always possible. However, ASA has long supported physician use of PDMPs, interoperability across state 
lines and further integration into workflow. Thus, ASA is supportive of Recommendation 1f, which encourages EHR 
vendors to integrate PDMPs into their system design, and Recommendation 1g and 1h, to enhance interoperability and 
continuity of care. Another challenge of PDMPs is consistent and adequate funding. ASA believes that federal support to 
the states through the National All Schedules Prescription Electronic Reporting Act (“NASPER”) is important and can help 
address some of these challenges. The Society has also contemplated a national PDMP and would support such efforts if 
it was well-designed and implemented, and also addressed shortcomings of state PDMPs. Such a uniform resource could 
reduce gaps in care, enable prescribers to effectively monitor patients and help prevent substance use and abuse. 
 
2.2.2 Overdose Prevention Education and Naloxone 
ASA supports increased access to naloxone and co-prescription by physicians when appropriate. In 2013, ASA worked with 
the White House Office of National Drug Control Policy (ONDCP) to develop an Opioid Resuscitation Card, which helps 
friends and family members identify and treat someone suspected of an opioid overdose. ASA still distributes this card to 
physicians, patients and lawmakers, in a wallet-size friendly format, so that individuals can carry it with them. The card is 
also available for free download on ASA’s website and has been distributed to over 300,000 Fraternal Order of Police 
members. ASA would be glad to share the opioid card, as a resource, for any educational efforts. In 2016, ASA also 
issued a Statement on Naloxone, showing early support increased access to the lifesaving drug and co-prescription for 
patients at high-risk of overdose. Therefore, ASA supports Recommendation 1a-1c. 
 
2.4 Interventional Procedures: Education/Training and Guidelines 
Interventional Pain Medicine utilizes advanced diagnostic imaging and focused injections or procedures to treat and manage 
chronic pain. These procedures are far from routine and often require fluoroscopic, CT, or ultrasound guidance to facilitate 
the precise and proper placement of the medication. These procedures are very invasive and difficult; therefore, they require 
a clinician with the appropriate knowledge base, training, clinical experience and skills to diagnose and treat. Interventional 
pain management constitutes the practice of medicine. The complex nature of accurately diagnosing, safely treating and 
effectively managing pain and its underlying conditions requires the type of extensive training only afforded by attending 
medical school, followed by a multi-year residency and often further fellowship training. Gap 3 recognizes that there is a 
trend of inadequately trained providers performing interventional procedures. ASA supports Recommendations 3a-3c to 
ensure only those appropriately trained are providing such services. ASA also recognizes that insurance coverage of 
interventional pain techniques is a challenge (Gap 2) and is pleased the draft report recommends consistent and timely 
coverage, as well as reimbursement for these procedures (Recs. 2a, 2b). Additionally, ASA would be interested in 
partnering with the Task Force to ensure well-researched interventional pain guidelines are developed (Rec. 1a). 
Because a cohort of the membership specializes in pain medicine, physician anesthesiologists are well suited for this task. 
These guidelines would be essential to the collaboration of primary care and pain specialists. Also important is clinical 
research to support interventional procedures (Rec. 1b). There are a lack of large scale RCTs in this space and ASA 
members would welcome the opportunity to do additional research around chronic pain procedures.  
 
 

https://www.asahq.org/about-asa/newsroom/news-releases/2013/10/american-society-of-anesthesiologists-creates-opioid-overdose-resuscitation-card?page=14
https://www.asahq.org/about-asa/newsroom/news-releases/2016/03/american-society-of-anesthesiologists-announces-a-committee-to-address-opioid-abuse


 
3.2 Education: Patient expectations, informative resources, and the value of time 
ASA supports public, patient and provider education, as it’s essential to individuals obtaining necessary and appropriate 
pain care. Gap 2 identifies a challenge that ASA has recognized and is working to address through patient and public 
education— expectations regarding pain after surgery. Managing expectations about pain is a conversation that providers 
and patients must have before and after surgery; ASA supports Recommendation 2a. The Society’s public facing materials 
emphasize these points (see asahq.org/WSC) and ASA is interested in widely disseminating these materials if it would 
benefit a public education campaign or individual patient education. The organization could also contribute to an 
online resource with educational materials on chronic pain or to a panel dedicated to pain education (Recs. 3a, 3b). 
Again, ASA is very supportive of using the PSH model and ERAS as protocols to emphasize patient education and 
management (Rec. 2b). Pain specialists are familiar with the time it takes to counsel and diagnose patients with complex 
pain conditions. With a lack of pain clinics in existence to treat the many patients suffering from chronic pain, pain medicine 
specialists have taken on an increasing number of patients and are faced with the pressure of seeing as many patients as 
they can in a short amount of times. ASA supports Recommendation 2c to ensure payors recognize the significant value 
in the time that clinicians spend with patients, as well as the importance of this time to patient care. The Society appreciates 
that the Task Force has highlighted this issue in its report and believes that payors should compensate for this time spent.  
 
3.2.3 Provider Education 
Education on pain management, including appropriate prescribing and substance use disorder prevention and treatment, 
should be incorporated more broadly into medical school curriculum. ASA supports Recommendations 1a-1c and 2a-2b 
to ensure current gaps in pain management and understanding are addressed.  
 
3.3.2 Insurance Coverage for Complex Management Situations 
Although insurance coverage and reimbursement are themes reflected throughout the report, ASA appreciates that these 
issues have a dedicated section and recommendations. There is variability in coverage determinations, as well as issues 
surrounding prior authorization: delayed care for patients, administrative burden and increased staff time battling payors. 
ASA is supportive of all the recommendations in this section as they aim to address these problems, including 
reimbursement for opioid and nonopioid management that reflects the time and resources spent and updating payor 
guidelines.  
 
4. Review of the CDC Guideline  
ASA was involved in the development and review of the CDC Guideline, supporting its use as guidance for primary care 
providers. However, even at its inception there were questions surrounding the evidence criteria and quality grading. Since 
then, the Guideline has also been misinterpreted and misapplied— serving as a template for legislation and applying to all 
patients and all providers. This has had an unfortunate result of impacting patients’ access to care and appropriate 
treatment. ASA supports the recommendations to update and emphasize/expand on the CDC Guideline. ASA would 
welcome the opportunity to participate in this work to refine the Guideline. The Society supports studies and clinical 
trials to get the best evidence on long-term efficacy of opioids (Recs. 1a,1b), as well as addressing the issues of optimal 
dose and tapering (Recs. 3a-3c, 4a-4c). 
 
ASA thanks the Task Force and HHS for taking into consideration these comments; we appreciate the opportunity to provide 
input and would welcome the opportunity to carry out these recommendations. Please do not hesitate to contact Manuel 
Bonilla, M.S., ASA’s Chief Advocacy and Practice Officer (m.bonilla@asahq.org) or Ashley Walton, J.D., ASA’s Senior Pain 
Medicine and Federal Affairs Manager (a.walton@asahq.org) or by telephone at (202) 289-2222 if we can be of further 
assistance. Thank you again for your leadership on this critical issue facing our country. 
 
Sincerely, 
 

 
 
 
Linda Mason, M.D., FASA 
President 
American Society of Anesthesiologists 
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