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Centers for Disease Control and Prevention 
National Center for Injury Prevention and Control 
Board of Scientific Counselors  
(BSC/NCIPC) 
 
Re: ASA Feedback on BSC/NCIPC’s Opioid Workgroup Report on Draft Updated CDC Guideline for 

Prescribing Opioids  
 
Dear Members of the BSC: 
 
On behalf of the American Society of Anesthesiologists® (ASA) and our 54,000 members, I am writing to 
provide feedback on the Opioid Workgroup’s report on the draft updated CDC Guideline (“updated 
Guideline”) for Prescribing Opioids, which was presented at the July 16, 2021, meeting of the Board of 
Scientific Counselors. ASA thanks the workgroup for their thoughtful observations about the updated 
Guideline and careful consideration of whether any of the recommendations might be misapplied in future 
contexts. 
 
While we understand that the updated Guideline in its entirety will be available for review and public 
comment in the future, when reviewing the Opioid Workgroup report, it is apparent that much of the generic 
language used in the first iteration of the 2016 Guideline seems to have resurfaced in this updated version. 
Several of the observations made by the workgroup are very concerning and ASA cautions the CDC against 
publishing the updated draft Guideline in its current form. We urge the BSC to take the recommendations 
of the Opioid Workgroup seriously and refine many of the recommendations. 
 
General Feedback 
ASA agrees with the workgroup’s comment that the updated Guideline must carefully balance the risks and 
potential benefits of opioids. The report highlighted that in its current form, the updated Guideline focuses 
heavily on the risk or potential harms of opioids, with less attention on the potential benefits, or risk of not 
taking opioids or undertreating pain. This will likely result in the same misapplication that plagued the 2016 
Guideline—legislation and payer policies that underappreciate the complexity of the clinician-patient 
relationship and importance of joint decision making. ASA agrees with the workgroup that there should be 
an explicit statement, early in the updated Guideline, that outlines its specific intent as a clinical guideline 
and not meant for payer or governmental policies. 
 
The Opioid Workgroup report leads ASA to believe that combining acute pain, subacute pain, and all 
chronic pain in some recommendations makes the updated Guideline somewhat generic and non-specific. 
We advise that certain recommendations be further parsed out into specific categories of pain, with clearly 
defined terminology around each. The updated Guideline should also specify the audience for this 
guidance— it is primary care, not pain medicine physicians. 
 
ASA also agrees with the workgroup’s recommendation that close attention must be paid to racial/ethnic 
disparities and inequities in how pain is perceived, valued, and managed. We hope the updated Guideline 
gives adequate discussion of these important points. Additionally, ASA recommends that a key theme of 
the updated Guideline must be a patient-centered focus, with less emphasis on the conflict between public 
health and individual patient benefit. Further, there must be an acknowledgement about overall access to 
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pain treatments and coverage concerns, as well as a clear emphasis on non-pharmacological pain 
treatments as an option for patients. 
 
Last, the term ‘harm’ and ‘risk’ are used inconsistently and interchangeably throughout the 
recommendations. ASA advises that this be closely reviewed and accounted for in the updated Guideline. 
For example, the workgroup points out this specific problem for recommendation #7. 
 
Recommendation #1 
This is an instance where acute pain needs to be carefully defined and discussed in the updated Guideline. 
ASA suggests that examples/types of acute pain be given (e.g., trauma or major surgery, kidney stone or 
acute herniated disc). 
 
Recommendation #4 
ASA appreciates the workgroup’s comment that including prescribing thresholds in the document is 
complex. While this recommendation can be viewed as problematic on its own, with the proper explanation 
and supporting text, it is appropriate guidance for clinicians who do not treat pain patients as their primary 
practice. ASA suggests that specific care contexts be identified where a patient may require >90MME, even 
in an acute setting. For example, some hospitalized patients may require such increased dosing due to the 
acuity and severity of the cause of pain even in opioid naive patients. We also recommend that CDC identify 
which MME calculator they suggest clinicians consult in the Guideline, since there is variability among the 
different calculators. 
 
Recommendation #5 
This recommendation should closely mirror recommendation #4 by having a more balanced approach: one 
sentence about continuing opioids, and one sentence about tapering opioids in terms of risk/benefit 
analysis. 
 
Recommendation #6 
ASA agrees that the term ‘rarely’ needs to be removed from this recommendation. There is no data to 
support the extreme and non-evidence or consensus-based statement, “more than seven days will rarely 
be needed.” 
 
Recommendation #8 
While a few workgroup members expressed concern about the potential downstream effects of offering 
naloxone for patients of limited means, ASA believes the benefits of providing naloxone outweigh this 
concern; a strong stance should be taken on the important role naloxone can play in risk mitigation.  
 
Recommendation #9 
ASA appreciates the role prescription drug monitoring programs (PDMPs) play in patient care, but from the 
workgroup observations, it does seem that this recommendation should be re-done. It is not clear what role 
the PDMP should play in acute pain care scenarios. 
 
Recommendation #10 
ASA recommends that there must be a thorough explanation in the updated Guideline about how and why 
urine drug tests are used by clinicians, or this recommendation will be misinterpreted and even weaponized 
against patients. In addition, ASA shares the workgroup concerns about the potential financial implications 
of frequent urine drug testing for patients; many payers do not cover these costs, and this could perpetuate 
an adversarial relationship between patients and clinicians. 
 



 
Thank you for the opportunity to comment on the Opioid Workgroup report. ASA looks forward to working 
with the CDC as the agency finalizes the updated Guideline. We hope the focus remains on both safe 
prescribing and high-quality patient care. 
 
Sincerely, 
 

 
 
 
Beverly Philip, MD, FACA, FASA 
President 
American Society of Anesthesiologists 


