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The Comprehensive Recovery And Addiction Act

•
•
•
•

Signed July 2016
The Pain Management Best Practices Inter-Agency Task Force
Authorized by section 101 of CARA
Established to propose updates to best practices and issue
recommendations that address gaps or inconsistencies for
managing chronic and acute pain.
• The U.S. Department of Health and Human Services is
overseeing this effort with the U.S. Department of Veterans
Affairs and U.S. Department of Defense.
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Illustration above was generated by collecting public comments from docket HHS-OS-2018-0027 received as of 3/21/2019 from the Regulations.gov
API and processed using Booz Allens' proprietary Vernacular-to-Regulatory classifiers, which annotate natural language texts with codes from the
Medical Dictionary of Regulatory Affairs (MedDRA). MedDRA's lowest level terms (LLTs) were extracted from those annotations, processed into a
frequency table, and visualized using the open source 'wordcloud' Python software package.
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Approaches To Pain Management
• Approaches to Pain Management for acute and chronic pain
settings can be challenging.
– Depends on the patient, underlying medical condition(s), and
setting: acute on chronic, chronic, or acute only
• Approach with a multimodal approach to utilize the different
treatment modalities:
– Medications, PT/movement based, interventional procedures,
behavioral health/psychological approaches, complimentary,
alternative & integrative therapies.
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Medication
Key Recommendations
•
The choice of medications, and all pain therapies, to the degree possible, should be mechanismspecific (e.g., inflammatory, neuropathic, myofascial, central, stress-activated, etc.) and
individualized for each patient. These choices, and their implementation , require a thorough
evaluation of the biopsychosocial factors predisposing to, precipitating and perpetuating a patient’s
pain condition and relevant co-morbidities.
•
A stepped, collaborative care model is optimal for effective and safe multi-modal medication use,
including use of opioids, in conjunction with other indicated treatment modalities. This model requires
an informed patient and primary care clinician with timely consultation and support from a
multidisciplinary pain medicine specialty team and other community partners such as pharmacy and
mental health.
•
Develop condition-specific treatment algorithms that guide physicians to have a more individualized
approach for common pain syndromes and conditions.
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Medication II
Key Recommendations
•
Use of non-opioid medications (e.g., oral and IV acetaminophen, oral and IV NSAIDs, long-acting
local anesthetics, dexmedetomidine), along with non-pharmacologic treatments, should be utilized as
first-line therapy whenever possible in the in-patient and out-patient settings.
•
If and when opioids are being considered, the type, dose, and duration of opioid therapy should be
determined by treating physicians according to the individual patient’s need and pain condition. Initial
risk assessment and periodic re-evaluation is strongly supported.
•
Develop a collaborative multimodal treatment plan between the referring physician, the pain medicine
team, and the patient.
•
Increase public awareness of safe-use and disposal of medication opportunities including poison
center services.
•
Geographic, social, education, financial, and reimbursement barriers exist to the safe and effective
use of medication in the stepped, collaborative care model, and to the management of risks in
medication use, particularly opioids. These barriers must be identified and addressed, including the
availability of key medications for chronic pain, such as buprenorphine.

Physical Therapy

Clear guidelines are necessary for clinical indications as well as repeated use in chronic pain
management.
Key Recommendations
•
Development of evidence-informed guidelines on which PT modalities are indicated as part of a
multidisciplinary approach to specific pain syndromes.
•
For those modalities where there are clear indications for benefits in the treatment of chronic pain
syndromes (e.g., OT/PT, aqua therapy, Transcutaneous Electrical Nerve Stimulation (TENS), and
movement based modalities including tai chi, Pilates, yoga), there should be minimal barriers
to access these modalities as part of a recommended multidisciplinary approach to the specific
pain condition.
•
Make harm-free, self-administered therapies, such as TENS, freely available to support pain
management treatment plans.

Interventional Procedures
Interventional Procedures: the importance of timely access to pain physicians trained in the competent and
appropriate use of a wide variety of interventional pain procedures as part of a multi-modal pain evaluation
and treatment approach for specific pain conditions.
Key Recommendations
•

Adopt well-researched interventional pain guidelines to guide the appropriate use of
interventional pain procedures as a component of a multidisciplinary approach to the pain patient.
Guidelines are particularly important for guiding the collaboration of primary care and pain medicine.

•

Provide consistent and timely insurance coverage for evidence-informed interventional
procedures early in the course of treatment when clinically appropriate. These may be paired with
medication and other therapies to improve function and quality of life.

•

Restore reimbursement to non-hospital sites of service to improve access and lower cost of
interventional procedures.
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Special Populations
•
•
•
•

•
•
•

•

Veterans: special injuries; psychological issues, high impact injuries; private-sector interventions
Women: high prevalence; unique role; higher sensitivity; unique issues
Pediatrics: shortage of pediatric pain specialists and centers; reimbursement for services,
smooth transitions; education of PCPs for children
Geriatrics: increased risk for falls and incidence of medical co-morbidities; cognition decline;
renal impairment; develop guidelines with an emphasis on non-pharmacological approaches;
education
Ethnic diversity: cultural barriers, lower quality of pain care; develop intervention programs
Sickle Cell Disease: genetic, pediatric through adulthood, primarily affects the African-American
population; guidelines, research, exemption, and individualized approach.
Chronic relapsing disease: Multiple sclerosis, Parkinson’s disease, rheumatoid arthritis,
headaches (clusters/migraines), degenerative diseases, emphasize multidisciplinary approaches;
encourage team approach with PCPs and specialists, reimbursement
Pregnancy: few options, most pharmacologic are not safe; involve OB/GYN early with the
primary team; post-partum concerns around psychosocial pain remain a need to be identified
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Overview of Updates and Gaps
Psychological Approaches
–

Access to evidence-informed approaches to behavioral health, psychological tools for comorbidities; part of the multidisciplinary approach

Risk Assessment
–
–
–
–
–

Opioids, mental health issues
Risk Stratification
Proper time and resource for clinician-patient time together: history Tools:
Medical Records, PDMP, UDS, therapeutic discussion and patient education with full
understanding of risks/benefits
Sharing of VA, DoD, and community records to ensure continuity of care, patient safety

Stigma
–
–
–
–

Most important aspect to barrier to treatment
Societal education is vital in addressing the unique barriers that exist for the pain community
Lack of understanding or acceptance of the disease processes, effect on patient QOL and
functionality
Conflation as drug seekers

Psychological Approaches
Psychological interventions (e.g. CBT) are an important part of multi-disciplinary pain
treatment, and efforts are needed to improve access to psychological approaches for pain patients
with or without comorbid mental health issues to best improve patient outcomes.
Key Recommendations

Access to evidence-based psychological and behavioral health approaches for treating
chronic pain and mental health co-morbidities (e.g., Post-traumatic stress disorder [PTSD],
depression, anxiety, mood disorders, substance use disorders) is limited due to geography,
reimbursement, and education in primary care and specialty care settings.
•

Increase access to evidence-based psychological interventions through alternative treatment
delivery (e.g., telehealth, internet self-management, group, telephone counseling) and hub-and-

•

Educate physicians and other healthcare providers on the benefits of psychological and

spoke models.
behavioral health treatment modalities in the multidisciplinary approach to acute and chronic pain
management.

Risk Assessment

Key Recommendations

•

•
•
•

Provide sufficient compensation for time and payment for services to implement the
various screening measures (e.g., extensive history taking, review of medical records, PDMP query,
urine toxicology screenings). These are vital aspects of risk assessment and stratification for patients
on opioids and other medications.
Use UDTs as part of the risk assessment tools prior to initiation of opioid therapy, and as a tool for
re-evaluating risk, using the clinical judgment of the treatment team.
Use opioid treatment discussions as an educational tool between providers and patients to
inform the risks and benefits of, and alternatives to, chronic opioid therapy.
Physicians and other healthcare providers should engage patients to discuss their PDMP data rather
than making a judgment that may result in the patient not receiving appropriate care. PDMP data
alone is not error proof and should not be used to dismiss patients from clinical practices.
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Stigma
Stigma has contributed to barriers to proper access to care. The national crisis of illicit drug use along with
overdose deaths are confused with the appropriate therapy of patients who are being treated for pain.
Key Recommendations
•

Identify strategies to reduce stigma in opioid use so that it is never a barrier for patients
receiving appropriate treatment with all cautions and considerations for the management of their
chronic pain conditions.

•

Increase patient, physician and other healthcare providers, and societal education
around the underlying disease process of acute and chronic pain in order to reduce stigma.
Counter societal attitudes equating pain and weakness through an awareness campaign that urges
early treatment for pain that persists beyond the expected duration for that condition or injury.

•

Encourage research aimed at discovering biomarkers for chronic pain neurobiological
mechanisms.

•
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•
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Overview of Updates and Gaps

Complimentary and Integrative Approaches
– Acupuncture, spiritual, massage therapy, art therapy, manipulation, etc...
– Plays role-need evidence and better understanding

Access to Pain Care
– Reimbursement for complex and time-consuming care
– Reimbursement for the various modalities - often initiated at once and then further
modified

Education
– Patient, physician, providers, societal- plays into stigma and understanding therapeutic
options, goals, and risks and benefits
– Workforce
– Telehealth, tele-mentoring, ECHO Project

Complementary and Integrative Therapies
There is a large amount of CIT that remains unknown in the management of pain, as well as a gap in the
understanding of mechanism of actions and how it applies to special populations.
Key Recommendations
•

Consider CIT therapies including, but not limited to acupuncture, mindfulness meditation, art
therapy, massage therapy, manipulative therapy, spirituality, yoga, and tai chi, in the
treatment of acute and chronic pain when indicated.

•

Conduct further research to determine therapeutic value, risk and benefits, mechanisms of
action, and economic contribution to the treatment of various pain settings, including the perioperative
surgical pain period along with various chronic pain conditions and syndromes.

•

CMS and private payors should investigate and implement innovative payment models that
recognize and reimburse holistic, integrated multimodal pain management, including but not limited to
CIT.

Education

Public, patient, and physician and provider education is important in the management and treatment of
acute and chronic pain.
Key Recommendations
•
•

•

•

Develop a national evidence-based pain awareness campaign that emphasizes the public’s
understanding of acute and chronic pain syndromes.
Convene a chronic pain expert panel including experienced patients, patient advocates, and clinicians
to develop a set of core competencies and other essential information specific to patient pain
education.
Explore intensive continuing pain education for primary care providers. This includes, but is not limited
to, telehealth, tele-mentoring, and the Project ECHO model, as a means to provide pain
education for primary care providers by pain specialists.

Recognize chronic pain as a category of diseases when the pain persists for more than the
expected recovery time (3-6 months) despite appropriate treatment of the original inciting injury or
disease.
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Access to Pain Care
Access to pain care is impacted by a variety of factors including medication shortages, insurance coverage, shortages
in the workforce, and gaps in research as it impacts pain conditions.
Key Recommendations
•

The FDA should monitor, report, and prioritize the availability of key opioid and non-opioid
medications, including injectables such as local anesthetics that can adversely affect patient pain care.

•

Payors should reimburse pain management using a chronic disease management model. CMS and private payors
should reimburse integrative, multidisciplinary pain care using a chronic disease management
model in the manner that they currently reimburse cardiac rehabilitation and diabetes chronic care management
programs.

•

Enhance the physician and other healthcare provider pain management specialty workforce training in
treating chronic pain with psychological co-morbidities. This should include improved curriculum training in
residency, fellowship, CME courses, and other continuing education modules that help improve patients’
understanding and engagement in psychological treatment.
Increase Federal (and state) funding through the National Institutes of Health (NIH), DoD, and other agencies to
support and accelerate basic science, translational, and clinical research of pain. Allocate funding to
develop innovative therapies and to build research capabilities for better clinical outcomes tracking and evidence
gathering.

•

FORMAL REVIEW OF
CDC GUIDELINES

Dr. Vanila M. Singh, M.D.
Dr. Sherif Zaafran, M.D.
Review of CDC Guidelines
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CDC Guidelines
CDC Guidelines: identify gaps, inconsistencies, and misinterpretations in evidence and recommendations to address
those gaps.
Key Recommendations
•
Conduct clinical studies or complete systematic reviews to identify which subpopulations of patients with different
chronic pain conditions may be appropriate for long-term opioid treatment in conjunction with the various nonopioid modalities.
•
Develop guidelines for tapering and dose escalation for subpopulations of patients with chronic pain conditions
that includes consideration of their co-morbidities.
•
Once a stable dose is established for at least two months, avoid increases in dose until the patient is re-evaluated
for the underlying causes of elevated pain.
•
Discourage the use of arbitrarily defined MME and daily dosing limits on chronic pain management, and utilize
established and measurable goals such as functionality, Activities of Daily Living (ADL), and quality of life (QOL)
measures.
•
Undertake opioid tapering or escalation with a thorough assessment of the risk-benefit ratio. This should be done
in collaboration with the patient whenever possible.

State Regulatory Framework

• Pain Management Rules
• Pain Management Clinics
• Prescription Monitoring Program
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Texas Prescription Monitoring Program (PMP)

•

TMB Use of PMP:






As required by HB 2561(2017) which is set to go into effect in 9/2019, TMB works with
the Texas State Board of Pharmacy to identify prescribing practices that may be
potentially harmful and patient prescription patterns that may suggest drug diversion or
drug abuse.
TMB Investigators Have Access to PMP
Run Data on 50 Top Prescribers (3-4x/yr)
Use in conjunction with the SB 315 criteria
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Prescription Monitoring Program (PMP)

• Physician & Physician Assistant Use of PM:
• Registration is strongly encouraged for any physician and physician assistant (PA) who is
prescribing controlled substances.
• PMP can be used to verify a practitioner’s own records and prescribing history as well as
inquiring about patients.
• HB 2561 requires, with certain exceptions, and starting Sept. 1, 2019, that a physician or PA
access PMP patient data before prescribing opioids, benzodiazepines, barbiturates, or
carisoprodol.
• Texas legislative committees are currently reviewing PMP use and suggestions for
enhancements.
 There needs to be automatic PMP links to EMR systems and integration with patient
data to create a seamless and constant connection.
 “Everyone needs to be in” including veterinarians, dentists, and wholesale suppliers
so that that the entire supply chain can be seen from beginning to end.

11

