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O pioid-related deaths are more prevalent in Canada today 
than 10 years ago.1 People between 25 and 34 years of 
age are most affected.2 Although the drivers of this public 

health crisis are complex, it has been suggested that unsafe pre-
scribing of opioids to patients with pain has contributed to the 
problem.3 However, a less well-publicized problem of under-
treated chronic pain also exists. One in five Canadians lives with 
chronic pain.4 The aim of the 2017 update of the Canadian Guide-
line for Opioid Therapy and Chronic Noncancer Pain is to promote 
safer and more effective opioid prescribing to the small proportion 
of patients with chronic noncancer pain who may benefit from 
their use, and this may well be achieved.5 However, the new rec-
ommendations are unlikely to solve either Canada’s opioid crisis 
or the undertreatment of those living with persistent pain.

The Canadian Guideline for Opioid Therapy and Chronic Non-
cancer Pain was developed using strict methodological proto-
cols. Recommendations were supported by strong, consistent 
evidence. When evidence was insufficient to support recommen-
dations, expert opinion was used to develop good practice state-
ments. Evidence was available to support only four “strong” rec-
ommendations and six “weak” recommendations. A strong 
recommendation can be interpreted as “should” and a weak rec-
ommendation as “consider it.” The recommended upper dose of 
prescribed opioids has been reduced from that stated in the 2010 
guideline, which defined a “watchful dose” as 200 mg of mor-
phine equivalent per day (MED).6 The 2017 guideline recom-
mends an upper dose of 90 mg MED, in line with the US Centers 
for Disease Control Guideline for Prescribing Opioids for Chronic 
Pain.7 This upper dose limit is based largely on the evidence of 
harms, which shows correlations between higher doses and 
increasing risks of death.8

The updated guideline applies to all professionals who 
prescribe opioids for chronic pain, including family physicians, 
specialists and nurse practitioners. Its authors recognize that 
although the majority of patients are expected to fall into the 
categories described, a small proportion of patients may not and 
will require special consideration. The recommendation that the 
prescribed dose of opioids be restricted to less than 90 mg MED 
recognizes that some patients may benefit from a higher dose, 

but suggests that if this is the case, a second opinion is required. 
Similarly, patients who are already receiving doses higher than 
90 mg (legacy or inherited patients) should be offered a trial of 
tapering to the lowest possible dose, but it is recognized that 
tapering may be paused and potentially abandoned in some 
patients who have substantial increase in pain or decrease in 
function during tapering. Regulators will, therefore, need to be 
made aware that there is a small but definite role for the use of 
opioids in managing chronic noncancer pain, and that over-
regulating prescribers so they cannot undertake trials of safe and 
effective therapies would be unhelpful.

No guideline can account for the unique features of patients 
and their clinical circumstances, and the new guideline is not 
meant to replace clinical judgment. Patients, prescribers and 
other stakeholders, including regulators and insurers, should not 
view its recommendations as absolute. Statements about quali-
fying remarks and values and preferences are integral parts of 
the recommendations and are meant to facilitate accurate inter-
pretation of the guideline.

Implementing the guideline’s recommendations in clinical prac-
tice may be challenging, as prescribers may have insufficient skills, 
resources or time to do so. Patients may resist change because 
they have unrealistic expectations or false beliefs that opioids can 
eliminate their pain completely, or because they fear withdrawal 

COMMENTARY

New Canadian guidance on opioid use for 
chronic pain: necessary but not sufficient
Andrea D. Furlan MD PhD, Owen D. Williamson MBBS

n Cite as: CMAJ 2017 May 8;189:E650-1. doi: 10.1503/cmaj.170431

See related article www.cmaj.ca/lookup/doi/10.1503/cmaj.170363

KEY POINTS 
• Opioid deaths are increasing in prevalence in Canada and 

unsafe prescribing of opioids has been identified as a 
contributor to the problem. 

• However, a less well-publicized problem of undertreated 
chronic pain also exists.

• The 2017 Canadian Guideline for Opioid Therapy and Chronic 
Noncancer Pain is welcome, yet health system barriers to 
accessing safe, effective and affordable alternative multimodal 
pain treatments limit their practical use.

• Until Canada has a realistic national strategy for the treatment 
of chronic disabling pain, physicians will continue using the only 
tool they have in their toolbox: their prescription pad. 
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symptoms or do not trust that their prescribers are changing their 
prescriptions because it is in the patient’s best interests.

Systemic barriers include the lack of timely access to alterna-
tive safe, effective and affordable multimodal pain treatments. 
There are long waiting lists to access multidisciplinary pain clin-
ics and pain management specialists, and few community-based 
self-management programs.9 Managing patients with chronic 
pain requires a system that is able to offer attention, explana-
tion, reassurance and empathy. If health providers can afford the 
time to address the complexity of issues presented by these 
patients, alternatives to opioids can be explored and the risk of 
opioids avoided. However, health care professionals receive 
inadequate education about chronic pain in undergraduate, resi-
dency and continuing professional development programs.10 
Current funding models do not account adequately for the time 
required to address patients who present with the complex inter-
action of chronic pain, sleep and mood disorders and, in some 
cases, substance abuse.

The updated guideline will not address the public health crisis 
related to opioids without support from a comprehensive 
national pain strategy to ensure evidence-based alternative 
treatments for the one in five Canadians currently living with 
chronic pain. The guideline recommends that patients with 
chronic noncancer pain be offered a trial of opioids only after 
they have been optimized on nonopioid therapy, including non-
drug measures. This underscores the need to improve patients’ 
access to pain education, self-management programs, physical 
therapies, psychological interventions, nonopioid drugs, comple-
mentary and alternative medicine, social supports, and interven-

tional pain and surgical treatments. Finestone and colleagues 
called opioid prescribing a surrogate for inadequate pain man-
agement resources, and we wholeheartedly agree.11 Health care 
providers need more tools in their toolbox for the management 
of patients with chronic pain. Until we have a national pain strat-
egy, physicians will continue using the only tool they have: their 
prescription pad.
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