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A B S T R A C T 

Many knowledgeable professionals and informed patients believe that the CDC Guidelines were deeply 
influenced by anti-opioid bias on the part of writers on the CDC Working Group which authored it. Even 
more damaging have been revelations that medical evidence assembled in support of the work was 
manipulated to discredit opioid reliability and to over-magnify opioid risks.  As one group of medical 
professionals aptly phrased the issues, the CDC Guidelines are “neat, plausible, and generally wrong.”  
Inarguably, so also is most of the dominant public narrative on opioids and chronic pain. As phrased in a 
widely viewed TED Talk on U-Tube, “Everything You Think You Know About Addiction is Wrong.”      

 
 

1. Introduction 

This paper is updated from an April 2017 article published by the 
National Pain Report. 1 It was reprinted with permission by The Journal of 
Medicine 2 and introduced by Pain Week under the feature title “What if 
Prescribing Guidelines Were Patient Centered?”3  
 
A CDC Guideline for prescribing opioids to adults in chronic non-cancer 
pain was published in March 2016. 4 It has since become clear that this 
Guideline is generating horrendously negative outcomes for chronic pain 
patients and their doctors.  5  6  Many doctors are choosing to leave pain 
management rather than face possible prosecution by State authorities or 
the US Drug Enforcement Agency, for “over-prescription” of pain 
relieving opioids.7  Tens (if not hundreds) of thousands of patients are 
being summarily discharged without referral and sometimes without 
management of opioid withdrawal. There are increasing reports of patient 
suicides.8  9 
 
Many medical professionals have published sharply critical reviews of the 

problems of the CDC Guideline.10  11 Also of deep concern are proposed 
2019 rule changes by the US Centers for Medicare and Medicaid, which 
make the Guideline a mandatory standard for insurance reimbursement 
and place sharp limits on the duration of opioid treatment for acute 
pain.12  
 
Many knowledgeable professionals and informed patients believe that the 
CDC Guidelines were deeply influenced by anti-opioid bias on the part of 
writers on the CDC Working Group which authored it. Even more 
damaging have been revelations that medical evidence assembled in 
support of the work was manipulated to discredit opioid reliability and to 
over-magnify opioid risks 13.  As one group of medical professionals 
aptly phrased the issues, the CDC Guidelines are “neat, plausible, and 
generally wrong.”14 Inarguably, so also is most of the dominant public 
narrative on opioids and chronic pain. As phrased in a widely viewed 
TED Talk on U-Tube, “Everything You Think You Know About 
Addiction is Wrong.”15 
 
Patient Perspective:  It is now clear that US CDC Guidelines must soon 
be withdrawn for a major rewrite. Given the horrendous outcomes of the 
misapplication and misinterpretation of these Guidelines, this is the only 
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ethically and morally sound way forward.  
 
US public narratives have become mired in an avalanche of hype, 
conflicting claims and financially self-interested posturing on the part of 
addiction treatment specialists, government prosecutors, insurance 
company partisans and pharmaceutical company marketers.  Pending 
accomplishment of this re-write, alternative guidelines should be applied.  
These include the opioid prescription guideline of the Federation of State 
Medical Boards, and the European Pain Federation position paper on 
appropriate opioid use in chronic pain management (December 2016) 16 
 
Especially important in any rewriting process must be the inclusion of 
stakeholder voices that were largely unheard in the first writing of the 
Guidelines. Chronic pain patients or their advocates should be among this 
list, as should board certified pain management specialists active in 
community practice outside hospitals. 
 
It is thus appropriate to ask what pain patients might write if they were 
tasked to revise prescription guidelines on their own behalf. The following 
White Paper offers principles and published data that may guide such an 
effort.  This is not a “standard” of medical practice.   Development of such 
standards requires a partnership between medical professionals, other 
stakeholders and patient advocates. 
 
This summary of principles is instead, a good faith effort to capture both 
the state of medical evidence and the experience of many thousands of 
patients who support each other online and in social media -- too often in 
the absence of support from medical professionals and government policy 
communities. 

2. Patient-Centered Guidelines 

2.1. Cancer vs. Non-Cancer Pain - Distinctions Without Differences 

Patient Perspective:  There should be no distinction in principle between 
the objectives of treating pain, which is acute, chronic, or associated with 
advanced medical conditions assessed to be terminal. The objectives in all 
of these categories are to alleviate suffering, promote patient functioning 
and improve quality of life to the degree possible. In this sense, treatment 
of pain is always “palliative”. To deny treatment of any form of pain 
when effective means exist to manage it, is a fundamental violation of 
human rights, as recognized by Human Rights Watch. 

2.2. Opioids in Current General Practice 

In the practice of general medicine, prescription opioid analgesics are not 
drugs of first choice in the control of long-term pain. Opioids are more 
frequently used with moderate to severe acute (short term) pain associated 
with injury, surgery or dental procedures, for situations where pain is 
expected to resolve in a few days as the underlying disease or disorder 
itself resolves. When prescribed for periods over 30 days, opioids are 
most often used for pain that is found by a physician to be unresponsive or 
intractable to other therapies. 

  

Patient Perspective:  In the context of chronic pain and palliative care for 
terminal conditions, managed access to opioid prescriptions is 
indispensible at the current state of medical knowledge.  This is also true 
in non-life-threatening chronic pain conditions, despite a general 
perception and much public commentary to the effect that opioid 
analgesics can be dangerous if misused.  Likewise of great concern is that 
the majority of medical schools and in the US and Europe presently lack 
mandatory courses in pain management.  This deficiency must be 
corrected on a priority basis in the near term.  

2.3. Minimum Effective Opioid Dose and Duration in Acute Pain 

For opioids as with any other medications, widely accepted best medical 
practice is that treatment should be accomplished with the minimum dose 
that is effective and for the minimum duration appropriate to the intended 
purpose. In acute pain associated with injury, surgery or dental procedure, 
initial prescriptions tend to be limited to a few days.  However, there is 
wide variability of pain intensity between different acute medical 
conditions and wide variation in individual sensitivity to medication.  A 
hip replacement in a 70-year-old patient does not compare to extraction of 
a wisdom tooth in a 21 year old.   
 
Patient Perspective:  Doctors must be free to prescribe both opioid and 
non-opioid analgesics for durations and in doses that they deem adequate 
for the patient to sleep and to function in daily life while acute conditions 
are resolving. Primary effects in pain reduction must be balanced against 
negative side effects or hazards in the individual patient. As noted during 
January 30 2018 public hearings of the FDA Opioid Policy Steering 
Committee17, detailed standards for prescribing are most appropriately 
developed by medical professional societies and specialized certification 
Boards familiar with conditions of medical practice, rather than by 
legislation or regulation by State regulatory authorities.  

2.4. Principles for Extended Opioid Prescribing 

 Patient Perspective:  The experience and training of physicians are 
centrally important in determining appropriate types and strengths of all 
prescribed medications. Provision must also be made for integrating 
patient reports, particularly when pain control is experienced as 
inadequate.  When opioids are to be used in high doses for prolonged 
periods, consultation with a Board Certified specialist in pain 
management is recommended. 
 
Extension of an opioid prescription originally written for acute pain must 
take into account, progress - or lack thereof - toward resolution of the 
medical issues which prompted the prescription.  When pain is refractory 
to therapy, physicians must be particularly careful to avoid assignment of 
stigmatizing labels such as “drug seeking” in both direct patient 
interactions and documented medical records.  Care must also be taken 
not to falsely attribute patient reports of emerging chronic pain as an 
indication of substance abuse issues.  Several useful patient-centered 
survey tools are available for identifying patients in whom past 
inappropriate opioid use may comprise a risk.18 
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Large scale analysis of medical insurance records demonstrates that 
incidence of chronic opioid prescribing in populations of non-surgical 
patients is on the order of 0.136%.19  “Chronic” in this context is taken to 
mean 10 or more opioid prescriptions in a year or continuous prescribing 
for 120 days or more. When records of surgical patients were analyzed 
after 11 common surgical procedures, it was found in four of these 
procedures that incidence of chronic prescribing remained unchanged 
after surgery. In the remaining seven procedures, chronic prescribing was 
observed in a maximum of 0.7% of post surgical patients.  This maximum 
was associated with total knee replacement, a procedure known to be 
associated with development of treatment-resistant chronic pain.20 21  It is 
plausible that much of the increase seen in chronic prescribing reflected 
emergence of chronic pain conditions, some of them due to failure of 
surgical procedures to correct underlying medical problems. This analysis 
demonstrates beyond any reasonable contradiction that simple exposure to 
medically managed opioids among opioid-naïve patients is not a 
significant factor in initiating patterns of chronic opioid use. 

2.5. The Role of “Fail First” or STEP Therapy 

Patient Perspective:  Insurance companies have placed increasing 
emphasis on STEP (fail first) therapy as an alternative to opioids or 
surgical interventions and as a means of cost control or risk management. 
However, the potential benefits of such therapy must be explicitly 
weighed in each patient, against the risks of disease progression or the 
development of even more intractable pain.  
 
In this context, a deep professional expert review is needed of the 
outcomes of interventional surgeries and injections, to better establish for 
which conditions such procedures are most likely to be effective and with 
what long-term medical risks to patients.  There is evidence that some 
interventional surgeries may harm as many patients as they help.  The US 
Agency for Healthcare Research Quality may be an appropriate 
organization to conduct and publish such a review. 
 
Acknowledging reservations concerning non-analgesic interventions, it is 
still medically appropriate to evaluate patient responses to therapies other 
than opioids, as a first step in addressing chronic pain.  The World Health 
Organization “Three Step Analgesic Ladder for Pain Treatment” offers an 
established and recognized framework for accomplishing this evaluation. 
Multiple medical professional associations have also published guidelines.  
Notable among the latter are the April 2017 Guideline of the Federation of 
State Medical Boards and the European Pain Federation position paper on 
appropriate opioid use in chronic pain management 22 23 

2.6. Is Opioid Abuse a Consequence of Managed Medical 
Exposure? 

Patient Perspective:  Treatment of pain in America takes place in a social 
environment where addiction to illegal opioids and overdose deaths 
involving them as contributing factors are major public health and policy 
issues. There is widespread concern that unmanaged or casual availability 
of opioids might lead many people to become addicted. While increased 
availability of prescription opioids before 2010 might have contributed to 

their diversion to recreational use, evidence from multiple sources 
suggests that risk of addiction in patients who have no previous history of 
opioid use is very small – less than one percent. 24 25 
 
Opioid overdose deaths in 2016 were dominated by street drugs (heroin, 
fentanyl illegally imported from China and Mexico, methadone diverted 
from Medication Assisted Treatment programs).  26  In 2016, 15,000 
people died of prescription drug overdose (possibly as little as one third of 
which involved prescriptions by physicians for the affected patient), and 
35,500 died of illicit opioid overdose.   
 
Likewise, recent large-scale analysis of insurance records of post-surgical 
patients confirms that incidence of later diagnosis of opioid abuse disorder 
among patients who are prescribed opioids after surgery is less than 0.6%. 
27  Given the current hostile regulatory environment, it is plausible that 
actual risk of patient opioid abuse from managed medical exposure may 
be significantly lower than 0.6%.  Some doctors mistake the emergence of 
post-surgical chronic pain for evidence of increasing risks of opioid abuse.  
Others may be rendering the diagnosis out of personal discomfort and 
concern for being sanctioned by State authorities or the US Drug 
Enforcement Agency.  Many general practitioners lack deep training in 
the assessment of opioid use disorder, and lack routine exposure to the 
DSM-5 behavioural criteria that define it. 
 
It is now known that short-term exposure to medically managed opioids 
creates only a low risk of continuing involvement.28  Different 
biochemical processes are involved in drug dependence (characterized by 
withdrawal symptoms when drugs are tapered down rapidly) versus drug 
addiction (defined by a spectrum of obsessive and self-destructive drug 
seeking behaviours).  Opioid use disorder in medically managed patients 
is extremely uncommon. 

2.7. Risk Factors for Addiction vs. Chronic Pain 

The most reliable risk factors associated with addiction are status as a 
male adolescent or young adult, a history of family trauma, and/or long 
term unemployment.29  None of these factors is affected by restriction of 
opioids prescribed to patients in pain.  
 
Patient Perspective:  There is no evidence that restriction of opioid 
medications for patients reduces overdose deaths. To the contrary, it is 
clear that reformulation of OxyContin in 2010 to reduce its abuse 
potential was accompanied by a sustained increase in overdose deaths 
involving heroin and other street drugs.30 There is also evidence that the 
restriction of prescription opioids since 2010 is actually contributing to 
the opioid crisis by driving patients in desperate pain to the streets.31 
 
The demographics of Chronic Pain are significantly different from those 
of addiction.  The typical chronic pain patient (by a ratio of 60/40 or 
higher compared to males) is a woman in her 40s or older with a history 
of one or more painful medical disorders including fibromyalgia, complex 
regional pain disorder, failed back surgery or neuropathy.32  Women 
whose lives are sufficiently stable that they can see a doctor repeatedly for 
such medical issues are only rarely found to be addicted. 
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2.8. Patient Education and Management 

There is general consensus among physicians who treat chronic pain, that 
before starting opioid treatment for chronic pain, clinicians and patients 
should mutually establish treatment goals and expectations for pain and 
function. Criteria and a transition plan should be established for how 
opioid therapy will be discontinued if observed benefits do not appear to 
justify risks or disabling side effects.  33 
 
Periodically during opioid therapy for chronic conditions, clinicians 
should discuss with patients known risks and realistic benefits of opioid 
therapy as well as patient and clinician responsibilities for managing 
therapy. Patients should be reminded of their responsibility for controlling 
access to powerful opioid drugs by friends or family members who have 
not been prescribed them.  Likewise, patients should be reminded that 
opioid prescriptions should not be obtained from multiple doctors. 
 
Patient Perspective:  However, opioid therapy should not be discontinued 
or refused in the absence of evidence that the underlying disorder is 
resolving, or that side effects of treatment outweigh benefits in the 
individual patient.  There is no medical evidence for a need to taper down 
patients who are otherwise stable at any dose level, absent changes in their 
medical profile.  Discharge of a patient solely because they have a history 
of high-dose opioid prescription is medically and ethically inappropriate. 

2.9. Managing Persons with Addiction in Chronic Pain Practice 

Physical dependency on opioids for pain control may cause withdrawal 
symptoms when medications are suddenly reduced. However, drug 
dependency is not the same medical entity as addiction. In patients for 
whom resolution (“cure”) of underlying medical conditions is deemed 
unlikely, dependency may be an acceptable and manageable side effect in 
maintaining the best possible quality of life, in the absence of effective 
non-opioid therapies. When dependent patients are withdrawn from 
opioids for whatever reason, physicians are ethically required to provide 
assistance with managing withdrawal symptoms. 
 
Clinicians should not dismiss patients from their practice solely because 
of a suspected or confirmed substance use disorder. Such action can 
adversely affect patient safety and could represent patient abandonment.  
Identification of substance use disorder represents an opportunity to 
initiate potentially life-saving interventions. 
 
Patient Perspective:  It is important for the clinician to collaborate with 
the patient regarding their safety, to increase the likelihood of successful 
treatment. Although identification of an opioid use disorder can alter the 
expected benefits and risks of opioid therapy for pain, patients with both 
pain and substance use issues require ongoing pain management that 
maximizes benefits relative to risks. Consultation with an addiction 
treatment specialist is in order for general practitioners and others who 
lack current training in the specialty or who are not appropriately licensed. 

2.10. Variability in Patient Metabolism 

Multiple physiological and genetic factors influence choice and dose of 
opioid provided to the individual patient. These factors include the types 
and causes of pain being treated, physical weight of the patient, issues of 
renal or hepatic insufficiency, 34 patient’s history of previous opioid 
exposure, any history of alcoholism or drug abuse, and the individual’s 
ability to metabolize opioids or non-opioid medications and the genetics 
of the mu-1 opioid receptor. When pain is unresponsive to initial 
prescription of opioids, genomic testing may be useful, to investigate 
whether the patient is a poor metabolizer of opioids.  However, genomic 
testing is still at an early stage of practice.  Research is needed to assess 
the reliability of opioid-related genomic testing and to reduce its costs.   
 
Although it seems plausible that higher opioid dose levels might be 
associated with higher risk of dependency or addiction in some patients, 
medical evidence is presently inadequate to generalize any specific 
numerical threshold on opioid dose levels that should be considered 
dangerous.   Published data in large-scale studies suggest that risk of 
developing opioid use disorder is only weakly sensitive to dose levels 
between 20 and 120 MMED. 35   
 
The significance of “relative risk” of untoward outcomes versus opioid 
dose level should also be evaluated in the context of absolute risk.   The 
four studies used by the CDC Guidelines writers show an increased risk of 
apparent overdose death associated with higher dosing.  36 37  38 39  
However, overall risk of overdose death across all dose levels was on the 
order of 0.05% or lower.  For doses greater than 100 MMED, the absolute 
annual risk of dying was estimated at 0.21 to 0.25%/year.  In a related 
study by one of these authors, the annual risk of overdose death with a 
MMED of greater than 400 was 0.5%.40    
 
These outcomes are precisely comparable to the risk of fatal haemorrhage 
with medical conditions like atrial fibrillation, for which thousands of 
patients are treated with anti-coagulants every year. Atrial fibrillation is 
very common in older patients, as is deep venous thrombosis and 
associated pulmonary embolism. Medication related mortality rates 
among patients treated for these conditions with blood thinners are on the 
order of 0.25 to 0.5% per year.   Among many chronic pain patients, a 
maximum fatality risk of 0.5% per year would be considered trivial in 
comparison to the certainty of daily agony. 
 
An important criterion for evaluating risks and benefits among long-
established patients is whether the patient has been on a stable opioid dose 
for a prolonged period, with minimal progression of underlying medical 
conditions which generate pain. Minimum therapeutic dose levels may 
vary widely – perhaps from 20 to1000 morphine milligram equivalent 
daily dose (MMEDD).41  Likewise there are case reports of patients well 
maintained and stable on doses over 2000 MMEDD.42 
 
Patient Perspective:  Physical dependence on opioids is not a sufficient 
criterion to justify withdrawal of these medications from stable chronic 
pain patients, irrespective of dose. The Centers for Medicare and 
Medicaid Services have estimated that over 1.9 million older people are 
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managed on opioid doses exceeding 90 MMED in 2018.43  However, there 
are no published data on risk of drug toxicity or overdose versus specific 
dose levels above 90 MMED.  And there are no published data 
demonstrating that pain levels improve after coerced tapering down of 
opioids, as might be expected if “opioid induced hyperalgesia” was a real 
or reliable medical entity. 
 
Physiological dependence is an expected and acceptable outcome of long-
term use of opioids; when there is medical reason to taper down dose 
levels, the taper schedule must be tailored over weeks to months – not 
days.  Physiological dependence on opioid analgesics is not permanent, 
nor is there evidence that it inevitably leads to addiction. 

2.11. False Alarm Issues in Prescription Drug Monitoring 
Programs 

All 50 US States have established Prescription Drug Monitoring Programs 
(PDMPs).  The US Food and Drug Administration is considering program 
investments to integrate these databases in a common nationwide 
system.44  However, it remains doubtful that such programs have saved 
any significant number of lives, despite contributing to a hostile 
regulatory environment and influencing physicians to reduce opioid 
prescribing. 45 To the contrary, “In ... analysis of states with PDMPs in 
operation for 5 or more years, the programs were found to be associated 
with significantly higher mortality rates in legal narcotics, illicit drugs, 
and other and unspecified drugs.”   Likewise, false indications of “doctor 
shopping” have been a basis for refusing timely renewal of prescriptions 
to significant numbers of patients, with attending negative consequences 
to pain management.46  Important causes of false alarms include the lack 
of any accepted “universal identity record, and possibly HIPA restrictions 
which limit patient medical data disclosures.”    
 
 Physician inability to use PDMP interfaces in a timely manner, integrated 
with existing Automated Medical Records systems, is a continuing 
concern in managing doctor workloads.47   In States where PDMP use is 
not yet required by law, significant numbers of physicians have chosen 
not to use these systems.  Full integration of PDMPs with automated 
record systems may require redesigns to multiple State PDMPs under a 
common Federal Data Standard and data exchange protocols. Utility of 
PDMPs might be enhanced were they to automatically signal prescribers 
jointly in the event of detection of concurrent opioid prescriptions. 
 
Patient perspective:  As a matter of principle, when a PDMP detects 
concurrent opioid prescriptions from different providers or there are 
indications that a patient has requested treatment by three or more doctors 
in a year, there is reason to review medical records with the patient.  This 
process should assess circumstantial factors beyond the patient’s control, 
before taking action to more closely monitor opioid access, alter treatment 
plans, or engage a substance abuse management specialist in coordinated 
treatment. Discharge of the patient as a “doctor shopper” or “drug seeker” 
is ethically inappropriate and comprises patient abandonment. 

2.12. Problems with Opioid Analgesic Availability 

There is evidence of shortages in opioid analgesics in US hospitals and 
clinics,48 49 50 as well as increasing resistance by major pharmacy chains to 
stocking these medications.   
 
Patient Perspective:  US Government authorization for production and 
distribution of opioid medications should be optimized to ensure that all 
patients with legitimate medical needs receive their prescriptions in a 
timely manner. Automated measures should also be implemented to detect 
drug diversion in National distribution systems.  
 
Pharmacists who believe that a prescription exceeds accepted medical 
practice should contact the prescribing physician’s office immediately, to 
confirm the appropriateness of the prescription. In no instance should a 
patient be refused refill on a valid prescription solely on the basis of 
pharmacy corporate policy or the individual “comfort levels” of the 
pharmacist. Provision of adequate medical records to the pharmacist 
should be sufficient to assure filling of a prescription. 

2.13. Urine Testing 

There is presently no conclusive evidence that drug use “contracts” 
between patients and doctors or employment of urine testing actually 
reduce the number of hospitalizations for opioid toxicity or the number of 
overdose deaths. There is no accepted practice standard for “which 
patients to test, which substances to test for, how often to test, and how to 
act on the results.”  51 Research investment appears to be needed to better 
characterize testing outcomes, lower costs and improve reliability (reduce 
false positive rates) of urine testing. 
 
Clinicians should not test for substances for which results would not affect 
patient management or for which implications for patient management are 
unclear.  For example, experts have noted that there may be uncertainty 
about the clinical implications of a positive urine drug test for 
tetrahyrdocannabinol (THC). In addition, the costs of urine testing can be 
reduced by restricting confirmatory testing to situations and substances for 
which results can reasonably be expected to affect patient management. 
Before ordering urine drug testing, clinicians should have a plan for 
responding to unexpected results. 
 
Patient Perspective:  When a patient must travel more than one hour to 
attend medical appointments, use of short-notice urine testing should be 
implemented by local public health nurses or local clinics in the 
communities where patients live. 

2.14. Prescription Drug Monitoring Programs vs. Pill Mills 

Patient perspective:  There is valid concern that some physicians licensed 
to dispense opioids have done so inappropriately or with inadequate 
patient oversight. However, the volume of opioids prescribed in a medical 
practice is not a one-size-fits-all criterion to justify confiscation of a 
doctor’s medical records or imposition of sanctions prior to review by 
State medical boards or courts.  Prescribing patterns must be assessed in 
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the context of the numbers of patients served, the nature of their 
underlying medical issues, and the area availability of practitioners and 
centers formally licensed to prescribe.  
 
Prominent announcements of ongoing investigations, witness coercion 
and delays of court proceedings are too frequently used by prosecutors as 
a means of coercing doctors to sign consent decrees or face personal ruin. 
DEA confiscation of business or personal assets is used to deny skilled 
legal representation.  These measures should be grounds for legal action 
for malicious and false prosecution. 
 
There is reason to be more concerned with major corporate drug 
distribution companies than with individual doctors.  Reports by CBS 60 
Minutes and The Washington Post have identified patterns of drug 
shipments into rural zip codes, where shipment volumes could not 
possibly be justified by the numbers of medical practices and patient 
populations.  DEA investigators have complained of being shut down or 
facing impossible hurdles to prosecuting the distribution companies, by 
their own legal counsels or by Department of Justice prosecutors. 52  

2.15. Research Needed on Biological Markers for Pain 

Patient Perspective:  A careful and non-stigmatizing distinction must be 
applied in the assessment of opioid risks and side effects among long-term 
pain patients. It is established that many if not most chronic pain patients 
do not get a euphoric “high” from opioid use.  Nor do these patients 
commonly display the spectrum of compulsive and self-destructive drug 
seeking and escalating dose levels displayed by people with addiction. 
Some pain management specialists believe that neuro-chemical and 
genetic markers may identify patients in whom chronic pain has produced 
permanent changes in the brain. Such markers, if confirmed, may offer a 
stronger basis for discriminating between diagnoses of chronic pain versus 
substance abuse. Further research is needed to confirm the science and 
reduce such testing to common and affordable practice. 

2.16. “Opioid Induced Hyperalgesia” 

Despite many articles in the popular press and medical literature, there is 
little validated medical evidence for what is called “opioid-induced 
hyperalgesia” (increasing sensitivity to pain over time, requiring sharply 
increasing doses of opioids for effective pain control).  There are no 
documented diagnostic protocols for this supposed medical entity in 
humans, and there is no generally accepted protocol for treatment, other 
than tapering down present medications and tapering up others. Some pain 
management specialists go so far as to suggest that if opioid-induced 
hyperalgesia exists at all, it may be associated primarily with constant 
exposure of the brain to opioids delivered by intra-thecal pain pumps. 53 54 
 
Patient Perspective:  Given these observations, when drug tolerance or 
increased pain is reported by patients, medical assessment is warranted for 
progression in underlying disease processes.  Development of opioid 
abuse disorder should not be a default assumption. It is also well 
established that initial diagnosis of many chronic pain conditions is 
complex and frequently incorrect, creating opportunities for therapy 

failure.  Arbitrary limitation of opioid dose levels in the face of increasing 
pain levels is ethically inappropriate. 

2.17. Management of Dual Prescriptions 

Opioids have both short term and long-term side effects that must be 
actively managed by the prescribing physician. These may include 
constipation, dry mouth, nausea, confusion, lethargy, sedation, 
suppression of sexual libido, situational or chronic depression, and 
anxiety.  These side effects are highly idiosyncratic, varying from drug to 
drug and patient to patient.  Drug interactions are also of concern in 
developing a pain management plan for the long term.  
 
It is known that a significant fraction of patients who die from opioid-
related overdose have also been prescribed benzodiazepine drugs.  
However, medical evidence for suppression of respiration due to 
combinations of opioids and benzodiazepines is very weak.  
Investigations suggesting an additive risk have been limited to case-
control studies that have almost certainly suffered from diagnostic bias.  
The US Food and Drug Administration has published a Drug Safety 
Communication advocating for the continued co-prescription of 
benzodiazepines or CNS suppressants with opioids. 55 
 
Depression and anxiety are frequently co-morbid with chronic pain. 
Failure to treat depression may complicate treatment of pain itself.  In line 
with the FDA Drug Safety Communication, physicians should carefully 
monitor dual prescription of Benzodiazepine drugs and opioids.  Alcohol 
is also a major contributor in drug overdose and patients should be 
counselled on its dangers.  Patient education must also emphasize that 
there are significant dangers in self-medicating, particularly with 
combinations of drugs. 

2.18. Naloxone Therapy? 

There is much public discussion of Naloxone as an interventional drug to 
counter the immediate effects of opioid overdose. Multiple US States are 
making this drug widely available to emergency medical technicians and 
police as an aid in saving the lives of drug overdose victims. 56 
 
However, there seems to be limited medical evidence that Naloxone can 
be used similarly to Methadone, to suppress cravings for other opioids 
over the long term. A few published reports have suggested that Naloxone 
therapy may merely postpone the decline and death of addicts who do not 
enter a more sustained program of community reintegration, community 
based treatment and supportive counselling. 57  Investment will continue 
to be needed in community programs of addiction treatment. There is no 
easy one-size-fits-all solution for addiction. 

2.19. Non Pharmacological, “Non-Invasive” Therapies 

There is also much public and professional discussion of non-opioid 
medications (e.g. corticosteroids, NSAIDS, anti-seizure medications, anti-
depressants), non-invasive therapies (chiropractic, acupuncture, physical 
therapy), and behavioural therapies (rational cognitive therapy, operant 
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behavioural therapy, creative visualization, acceptance therapy, 
psychotherapy) as alternatives in chronic pain management.  In December 
2017, the Agency for Healthcare Research Quality (AHRQ) circulated a 
draft Systematic Review of published trials for over 20 types of alternate 
therapies in five classes of chronic pain. 58 
 
AHRQ reviewers discovered 4470 published trials from literature.  After a 
rigorous quality review, only 205 of these trials were deemed of sufficient 
quality to be included in the outcomes review.  Among these, AHRQ 
applied the evaluation “medical evidence weak” in over 100.  Weaknesses 
that led to rejection of published trials were failure to follow patients for 
at least 30 days after completion of the trial, and failure to fully document 
protocols of “usual treatment”, to which alternate therapies were 
frequently added.  In many instances, usual treatment was almost certainly 
with NSAIDS or opioid analgesics.  However the details of usual 
treatment were not clarified in the systematic review or the original trials 
reports.   
 
From the AHRQ review data, it is apparent that non-opioid therapies may 
help some patients some of the time.  However, detailed reading of the 
data reveals that the present state of medical evidence is too weak to 
generalize practice standards for the use of such therapies in preference to 
opioids.  The gold standard test of an alternative therapy should be its 
value in enabling reduction of opioid dosage.  No patient should be 
coerced to accept such therapies as replacements for opioids, particularly 
if the patient hasn’t experienced improvement in pain during previous 
trials of the therapy. 

2.20. Evidence for Medical Marijuana in Treating Chronic Pain 

Due to its status as a Schedule I “narcotic”, marijuana-related research has 
largely been stifled in the US, even as research continues elsewhere. In 
recent years, there has been an increasing trend toward legalization of 
medical uses and in some US States, recreational use. While much 
remains to be learned about the mechanisms and reliability of marijuana 
and its components (CBD oil, THC) as medical treatments, one fact is 
clear: there is no valid evidence supporting the designation of marijuana 
or its component products as a “gateway” drug for opioids or other 
addictive drugs. Moreover, data are emerging from States where medical 
marijuana has been legalized, suggesting that where marijuana is 
available, opioids are less often used both medically and recreationally. 59 
 
Immediate de-scheduling of marijuana is warranted to facilitate further 
medical research to investigate and quantify its potential benefits, reported 
by tens of thousands of chronic pain patients.   

--- --- --- 

About the Authors: Richard A Lawhern, Ph.D. is a non-physician 
healthcare writer, research analyst, and advocate for chronic pain patients, 
families, and physicians. His 20 years of experience has generated papers 
and critical commentaries at the Journal of Medicine of the US National 
College of Physicians, US Trigeminal Neuralgia Association, Ben’s 
Friends online communities for patients with rare disorders, US National 
Institutes for Neurologic Disorder and Stroke, Wikipedia, WebMD, Mad 
in America, Pain News Network, National Pain Report, the American 

Council on Science and Health, the Global Summit for Diagnostic 
Alternatives of the Society for Humanistic Psychology, Psychiatric News 
and Psychology Today. 

Dr. Nadeau presently serves as the Associate Chief of Staff for Research, 
Malcom Randall VA Medical Center and Professor of Neurology and 
Clinical and Health Psychology, University of Florida College of 
Medicine, Gainesville Florida.  Contents of this paper do not reflect the 
views of the Department of Veterans Affairs, the United States 
Government, or the University of Florida. 

Acknowledgments:  This article has benefited from review and input by a 
correspondence group of over 250 informed chronic pain patients and 
medical professionals.  Particular thanks go to Dr Jeffrey A Singer, Senior 
Fellow at the Cato Institute, for his contribution of pertinent references 
and experience as a clinician.  However, responsibility for any remaining 
errors rests with the authors.  
  

References 
                                                                            
 
 
1 Richard A. Lawhern, PhD, “How would Opioid Prescription Guidelines 
2 Richard A Lawhern, PhD, “The CDC’s Fictitious Opioid Epidemic, Part 
2” , April 15, 2017,  https://www.ncnp.org/journal-of-medicine/1980-the-
cdcs-fictitious-opioid-epidemic-part-2.html 
 
3 Editorial Staff, PainWeek, “What if Prescribing Guidelines Were Patient 
Centered?” April 11, 2017.  https://www.painweek.org/news_posts/what-
if-prescribing-guidelines-were-patient-centered.html 
 
4 Dowell	D,	Haegerich	TM,	Chou	R.,	“CDC	Guideline	for	Prescribing	Opioids	for	
Chronic	Pain-United	States,	2016.”	JAMA.	2016;65.	doi:10.1001/	
jama.2016.1464.	
https://jamanetwork.com/journals/jama/fullarticle/2503508	

 
5 Stefan	J	Kertesz	and	Adam	J	Gordon,	“Strict	limits	on	opiod	prescribing	risk	
the	‘inhumane	treatment’	of	pain	patients.”		Stat	News,	February	24,	2017	[see	
reader	comments]	https://www.statnews.com/2017/02/24/opioids-
prescribing-limits-pain-patients/ 
 
6 Jacob	Sullum,	“America’s	War	on	Pain	Pills	is	Killing	Addicts	and	Leaving	
Patients	in	Agony,”		Reason	Magazine,	April	2018	edition.	

 
7 Bob	Tedeschi,	“A	‘civil	war’	over	painkillers	rips	apart	the	medical	community	
—	and	leaves	patients	in	fear”	STAT	News,	January	17,	2017.	
https://www.statnews.com/2017/01/17/chronic-pain-management-opioids/ 
 
8 Geralyn	Datz,	“Chronic	Pain	–	A	Suicide	Story”,	National	Pain	Report,	
February	26,	2018,		http://nationalpainreport.com/chronic-pain-a-suicide-
story-8835614.html 
 
9 Thomas	Kline,	MD,	Ph.D.		“Pain	Related	Suicides”,		February	2018.		Medium.			
https://medium.com/@ThomasKlineMD/suicides-associated-with-non-
consented-opioid-pain-medication-reductions-356b4ef7e02a 
 
10 Jeffrey	A.	Singer,	MD.	“Let’s	Stop	The	Hysterical	Rhetoric	About	the	Opioid	
Crisis,”		Cato	Institute	–	Commentary,		August	31,	2017,		
https://www.cato.org/publications/commentary/lets-stop-hysterical-rhetoric-
about-opioid-crisis 
 
11 Carl	L.	Hart,	Ph.D.,	“People	Are	Dying	of	Ignorance,	Not	Because	of	Opioids”	



THE ALLIANCE FOR THE TREATMENT OF INTRACTABLE PAIN    8   

 

© 2018 Alliance for the Treatment of Intractable Pain: https://atipusa.org/copyright/ 

                                                                                                                              
 
 
Scientific	American,		November	1,	2017			
https://www.scientificamerican.com/article/people-are-dying-because-of-
ignorance-not-because-of-opioids/ 
 
12 US	Health	and	Human	Services	Centers	for	Medicare	and	Medicaid,	“Advance	
Notice	of	Methodological	Changes	for	Calendar	Year	(CY)	2019	for	Medicare	
Advantage	(MA)	Capitation	Rates,	Part	C	and	Part	D	Payment	Policies	and	2019	
draft	Call	Letter.”			https://www.regulations.gov/docket?D=CMS-2017-0163 
 
13 Baraa	O.	Tayeb,	Ana	E.	Barreiro,	Ylsabyth	S	Bradshaw,	Kenneth	K	H	Chui,	
Daniel	B	Carr,	“Durations	of	Opioid,	Nonopioid	Drug,	and	Behavioral	Clinical	
Trials	for	Chronic	Pain:	Adequate	or	Inadequate?”	Pain	Medicine,	Volume	17,	
Issue	11,	1	November	2016,	Pages	2036–2046.	
https://academic.oup.com/painmedicine/article/17/11/2036/2447887 
 
14 Stephen	A.	Martin,	MD,	EdM;		Ruth	A.	Potee,	MD,	DABAM;	and		Andrew	
Lazris,	MD,	“Neat,	Plausible,	and	Generally	Wrong:		A	Response	to	the	CDC	
Recommendations	for	Chronic	Opioid	Use”,		Medium	Corporation,	September	7,	
2016	
https://medium.com/@stmartin/neat-plausible-and-generally-wrong-a-
response-to-the-cdc-recommendations-for-chronic-opioid-use-5c9d9d319f71 
 
15 Johann Hari,  “Everything You Think You Know About Addiction is 
Wrong”,  TED Talks,  June 2015, 
https://www.ted.com/talks/johann_hari_everything_you_think_you_know
_about_addiction_is_wrong 
 

16	T. O'Brien, L.L. Christrup, A.M. Drewes, M.T. Fallon,  H.G. Kress, 
H.J. McQuay, G. Mikus, B.J. Morlion , J. Perez-Cajaraville,  E., Pogatzki-
Zahn, G. Varrassi, J.C.D. Wells “European Pain Federation position paper 
on appropriate opioid use in chronic pain management”  European 
Journal of Pain, 19 December 2016, 
https://onlinelibrary.wiley.com/doi/full/10.1002/ejp.970	
 
17 FDA Opioid Policy Steering Committee – Public Hearings, January 30, 
2018.  
https://collaboration.fda.gov/p4icolwlwpn/?launcher=false&fcsContent=tr
ue&pbMode=normal 
 
18 Op Cit T O’Brien, LL Christup, et al. 
  
19 Eric	C.	Sun,		Beth	D.	Darnall,	Laurence	C.	Baker,	Sean	Mackey,	“Incidence	of	
and	Risk	Factors	for	Chronic	Opioid	Use	Among	Opioid-Naive	Patients	in	the	
Postoperative	Period”,	JAMA	Internal	Medicine	2016;176(9):1286-1293.				
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2532789	

 
20 Michael	J	Bade,	Wendy	H	Kohrt,	Jennifer	E	Stevens-Laplsey,	“Outcomes	
Before	and	After	Total	Knee	Arthroplasty	Compared	to	Healthy	Adults”		J	
Orthop	Sports	Phys	Ther.	2010	Sep;	40(9):	559–567.				
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3164265/	

 
21 G.	M.	Woolhead,		J.L.	Donovan,		P.A.	Dieppe,		“Outcomes	of	Total	Knee	
Replacement:		A	Qualitative	Study”,		Rheumatology,	Volume	44,	Issue	8,	1	
August	2005,	Pages	1032–1037,		May	3,	2005,		
https://academic.oup.com/rheumatology/article/44/8/1032/1772033 
 
22 Federation of State Medical Boards, “Guideline for the Chronic Use of 
Opioid Analgesics” April, 2017.   
http://www.fsmb.org/globalassets/advocacy/policies/opioid_guidelines_as
_adopted_april-2017_final.pdf 

                                                                                                                              
 
 
 
23 Op cit, T O’Brien, LL Christup, et al. 
 
24 Noble	M,	Treadwell	JR,	Tregear	SJ,	Coates	VH,	Wiffen	PJ,	Akafomo	C,	Schoelles	
KM,	Chou	R,	“Opioids	for	Long	Term	Treatment	of	Non-Cancer	Pain”,	Journal	of	
Pain	and	Symptom	Management,	Vol	35,	No.	2,	February	2008,	Updated	
December	2010.	
http://onlinelibrary.wiley.com/doi/10.1002/14651858.CD006605.pub2/abstr
act;jsessionid=7ADC6E2B68764AD8E13574321C769E2B.f04t04 
 
25 Eric	C.	Sun,		Beth	D.	Darnall,	Laurence	C.	Baker,	Sean	Mackey,	“Incidence	of	
and	Risk	Factors	for	Chronic	Opioid	Use	Among	Opioid-Naive	Patients	in	the	
Postoperative	Period”,	JAMA	Internal	Medicine	2016;176(9):1286-1293.				
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2532789 
 
26 US	Centers	for	Disease	Control	and	Prevention,	“Annual	Surveillance	Report	
of	Drug-Related	Risks	and	Outcomes”,	United	States	2017”,			Table	1B.	August	
21,	2017.		https://www.cdc.gov/drugoverdose/pdf/pubs/2017-cdc-drug-
surveillance-report.pdf 
	
27 Gabriel	A	Brat,	Denis	Agniel,	Andrew	Beam,	Brian	Yorkgitis,	Mark	Bicket,		
Mark	Homer,	Kathe	P	Fox,		Daniel	B	Knecht,		Cheryl	N	McMahill-Walraven,	
Nathan	Palmer,	Isaac	Kohane,	“Postsurgical	prescriptions	for	opioid	naive	
patients	and	association	with	overdose	and	misuse:	retrospective	cohort	study”,	
BMJ	2018;360:j5790			
http://www.bmj.com/content/360/bmj.j5790.long 
 
28 Nora	D	Volkow,	MD	and	Thomas	A	McLellan,	Ph.D.,		“Opioid	Abuse	in	Chronic	
Pain	—	Misconceptions	and	Mitigation	Strategies”	.		NEMJ	2016;	374:1253-1263	
March	31,	2016].		http://www.nejm.org/doi/full/10.1056/NEJMra1507771 
 
         Particularly pertinent from this source: 
 
“Unlike tolerance and physical dependence, addiction is not a predictable 
result of opioid prescribing. Addiction occurs in only a small percentage 
of persons who are exposed to opioids — even among those with pre-
existing vulnerabilities...Older medical texts and several versions of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM) either 
overemphasized the role of tolerance and physical dependence in the 
definition of addiction or equated these processes (DSM-III and DSM-
IV). However, more recent studies have shown that the molecular 
mechanisms underlying addiction are distinct from those responsible for 
tolerance and physical dependence, in that they evolve much more slowly, 
last much longer, and disrupt multiple brain processes.” 
 
29 National	Survey	on	Drug	Use	and	Health,	quoted	by	Maia	Szalavitz	
in	“Opioid	Addiction	is	a	Huge	Problem,	but	Pain	Prescriptions	are	
Not	the	Cause,	Scientific	American,		May	10,	2016,	
https://blogs.scientificamerican.com/mind-guest-blog/opioid-
addiction-is-a-huge-problem-but-pain-prescriptions-are-not-the-
cause/ 
 
30 Josh Bloom, Ph.D., “Study Links Rising Heroin Deaths to 2010 
OxyContin Reformulation – DUH!”  American Council on Science and 
Health, April 9, 2018. https://www.acsh.org/news/2018/04/09/study-links-
rising-heroin-deaths-2010-oxycontin-reformulation-duh-12812 
  
31 Commonwealth	of	Massachusetts,	“An	Assessment	of	Opioid-Related	Deaths	
in	Massachusetts	(2013-2014)”,		September	2016,	
https://www.mass.gov/service-details/chapter-55-overdose-report	

 
32 American	Academy	of	Pain	Medicine	“AAPM	Facts	and	Figures	on	Pain”,	
[Current	edition	accessed	November	11,	



THE ALLIANCE FOR THE TREATMENT OF INTRACTABLE PAIN   9 
 

© 2018 Alliance for the Treatment of Intractable Pain: https://atipusa.org/copyright/ 

                                                                                                                              
 
 
2017]			http://www.painmed.org/patientcenter/facts_on_pain.aspx 
 
33 FDA Workshop, “Training Health Care Providers on Pain Management 
and Safe Use of Opioid Analgesics—Exploring the Path Forward.”  
Bethesda MD, May 9-10, 2017 
 
34 Op cit, T. Obrien, LL Cristrup, et al, 
 
35 Op Cit, Sun, et al. 
 
36 Tara Gomes, MHSc; Muhammad M. Mamdani, PharmD, MA, MPH; 
Irfan A. Dhalla, MD, MSc; et al “Opioid Overdose and Drug-Related 
Mortality in Patients With Non-Malignant Pain”  JAMA Internal 
Medicine, April 11, 2011, 
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/227064 
 
 
37   Kate M. Dunn, PhD; Kathleen W. Saunders, JD; Carolyn M. Rutter, 
PhD; Caleb J. Banta-Green, MSW, MPH, PhD; Joseph O. Merrill, MD, 
MPH; Mark D. Sullivan, MD, PhD; Constance M. Weisner, DrPH, MSW; 
Michael J. Silverberg, PhD, MPH; Cynthia I. Campbell, PhD; Bruce M. 
Psaty, MD, PhD; Michael Von Korff, ScD  “Opioid Prescriptions for 
Chronic Pain and Overdose: A Cohort Study”  Annals of Internal 
Medicine, 19 January 2010 
 
38   Amy S. B. Bohnert, PhD; Marcia Valenstein, MD; Matthew J. Bair, 
MD; et al “Association Between Opioid Prescribing Patterns and Opioid 
Overdose-Related Deaths” Journal of the AMA, April 6, 2011, 
https://jamanetwork.com/journals/jama/fullarticle/896182 
 
39 Barbara Zedler, MD Lin Xie, MS Li Wang, PhD Andrew Joyce, PhD 
Catherine Vick, MS Furaha Kariburyo, MPH Pradeep Rajan, ScD Onur 
Baser, PhD Lenn Murrelle, PhD, MSPH, Risk Factors for Serious 
Prescription Opioid-Related Toxicity or Overdose Among Veterans 
Health Administration Patients,  Pain Medicine, Volume 15, Issue 11, 1 
November 2014, Pages 1911–1929, 
 
40 Gomes T et al. “Trends in opioid mortality among socioeconomically 
disadvantaged patients.” Open Med 2011;5:E13-E22 
	
41 Stephen Nadeau, MD [a specialist in pain management and addiction], 
private communication to the author. 
 
42 Forest Tennant, MD, DrPH, “Ultra High Dose Opioid Therapy – 
Uncommon and Declining, but Still Needed.  Practical Pain 
Management, May 2013. 
https://www.practicalpainmanagement.com/treatments/pharmacological/o
pioids/ultra-high-dose-opioid-therapy-uncommon-declining-still-needed 
 
43 US	Health	and	Human	Services	Centers	for	Medicare	and	Medicaid,	“Advance	
Notice	of	Methodological	Changes	for	Calendar	Year	(CY)	2019	for	Medicare	
Advantage	(MA)	Capitation	Rates,	Part	C	and	Part	D	Payment	Policies	and	2019	
draft	Call	Letter.”			https://www.regulations.gov/docket?D=CMS-2017-0163 
 
44 Jeffrey A Singer, MD, “Politicians Can’t Stop Punishing Patients for the 
Unintended Consequences of Drug Prohibition,  CATO at Liberty, 
February 29, 2018. https://www.cato.org/blog/politicians-cannot-stop-
punishing-patients-unintended-consequences-drug-prohibition 
 
45 Young Hee Nam, PhD; Dennis G. Shea, PhD; Yunfeng Shi, PhD; and 

                                                                                                                              
 
 
John R. Moran, PhD “State Prescription Drug Monitoring Programs and 
Fatal Drug Overdoses”  American Journal of Managed Care, May 2017, 
http://www.ajmc.com/journals/issue/2017/2017-vol23-n5/state-
prescription-drug-monitoring-programs-and-fatal-drug-
overdoses?p=1#sthash.yFaDtxJ6.dpuf  
 
46 Op Cit Tedeschi – see Reader comments thread  
 
47 Op Cit, FDA Opioid Steering Committee 
 
48 National Pain Report Staff, “DEA Working to Avoid U.S. Drug 
Shortages”, National Pain Report, April 10, 2018. 
http://nationalpainreport.com/dea-working-to-avoid-u-s-drug-shortages-
8835977.html 
  
49  Linday Kalter, “Boston Hospitals in Short Supply of Opioids” Boston 
Herald, April 13, 2018, 
http://www.bostonherald.com/news/columnists/lindsay_kalter/2018/03/ka
lter_boston_hospitals_in_short_supply_of_opioids 
 
50 Pauline	Bartolony,	“The	Other	Opioid	Crisis:		Hospitals	are	Running	Short	of	
Powerful	Painkillers”,			Los	Angeles	Times,	March	16,	2017.		
http://www.latimes.com/business/la-fi-opioid-painkiller-hospitals-20180316-
story.html#nws=mcnewsletter 
 
51 Jodi Godfrey, Lynn Webster MD, “Expert Panel Report on Drug 
Monitoring for At-Risk Chronic Pain Patients, Practical Pain 
Management, December 12, 2017.  
https://www.practicalpainmanagement.com/resources/news-and-
research/expert-panel-report-urine-drug-monitoring-risk-chronic-pain-
patients 
 
52 Bill Whitaker,  CBS News 60 Minutes / Washington Post, 
“Whistleblowers: DEA Attorneys Went Easy on McKesson, the Country’s 
Largest Drug Distributor,  December 17, 2017 
https://www.cbsnews.com/news/whistleblowers-dea-attorneys-went-easy-
on-mckesson-the-countrys-largest-drug-distributor/ 
 
53 Forrest Tennant, MD, Private communication to the author. 
 
54 Norman Hardin, MD, “Opioid Induced Hyperalgesia – Exploring Myth 
and Reality”, PAINWeek Expert Opinion, January 18, 2017, 
http://www.pharmaciststeve.com/?p=20285 
 
55 US FDA, “FDA Drug Safety Communication: FDA Urges Caution 
About Withholding Opioid Addiction Medications From Patients Taking 
Benzodiazepines or CNS Suppressants; Careful Medication Management 
Can Reduce Risks”  September 20, 2017. 
https://www.fda.gov/Drugs/DrugSafety/ucm575307.htm 
 
56 Thomas Plank “Naloxone to Provide ‘A Second Chance’ to more 
Montanans as House Bill 333 Kicks In”  Helena Independent Record,  
November 9, 2017.  
https://www.fda.gov/Drugs/DrugSafety/ucm575307.htm 
 
57 Lewis Nelson MD, in “Narcan: The Overdose Antidote Drawing Some 
Backlash”  WBBM News Radio, December 18, 2017. 
http://chicago.cbslocal.com/2017/12/18/is-narcan-good-or-bad/ 
 
58 Agency	for	Healthcare	Research	and	Quality	“Noninvasive,	
Nonpharmacological	Treatment	for	Chronic	Pain:	A	Systematic	
Review”		circulated	in	draft,	December	2017.	



THE ALLIANCE FOR THE TREATMENT OF INTRACTABLE PAIN    10   

 

© 2018 Alliance for the Treatment of Intractable Pain: https://atipusa.org/copyright/ 

                                                                                                                              
 
 

 
59 National Institute on Drug Abuse, “Is Marijuana Safe and Effective as 
Medicine?”  February 2018, 
https://www.drugabuse.gov/publications/marijuana/marijuana-safe-
effective-medicine 
 
 


