LETTERS

The authors respond to “The
2017 Canadian opioid
guideline: already time for an
overhaul”

We were disappointed to receive the letter
by Kahan and colleagues,* which suggests
the authors did not read our guideline
carefully.

We share their concerns regarding inap-
propriate opioid tapering. We have high-
lighted this concern as it relates to overly
aggressive adoption of the US Centers for
Disease Control and Prevention Guideline
for Prescribing Opioids for Chronic Noncan-
cer Pain.?®* The 2017 Canadian guideline for
opioid therapy and chronic noncancer pain*
explicitly discourages inappropriate opioid
tapering, a position that was informed by
our guideline’s values and preferences
statement, which reads, in part:

“... our focus group interviews revealed that
some patients using long term opioid therapy
for chronic non-cancer pain were concerned
about adverse consequences of opioid with-
drawal that may result from efforts to wean or
discontinue their opioid use. For those using
high doses of opioids in whom weaning is
undertaken, we continue to place a high value
on societal considerations of minimizing the
risk of rare serious adverse events, but we also
place a high value on avoiding severe suffering,
increased pain, and functional limitation that
may accompany opioid reduction. We also
place a high value on patient autonomy under
these circumstances.”

The 2017 Canadian guideline’s Recom-
mendation 9 is that patients using high
doses of opioids (= 90 mg morphine equiva-
lents dose/day) should try to decrease their
dose.* There are risks associated with this,
including opioid withdrawal. Moreover, as
the authors of the letter note, the evidence
supporting benefits of reducing opioid
dose — decreased risk of unintentional
overdose, and improved function — comes
from low-quality observational studies. It is

thus reasonable for one patient, informed
by their physician of the benefits and risks
and the associated uncertainty, to choose
to try lowering their dose. Another might
choose to leave well enough alone. Rec-
ognizing this as a decision that is sensitive
to values and preferences, the guideline
made a weak recommendation for reduc-
ing opioid dose.

A weak recommendation indicates that
most informed patients would choose the
suggested course of action, but an appre-
ciable minority would not. With weak rec-
ommendations, clinicians should recognize
that different choices will be appropriate
for individual patients, and should assist
patients to arrive at a decision consistent
with their values and preferences. Weak
recommendations should not be used as a
basis for standards of practice, other than
to mandate shared decision-making.

Further, the explanatory information
associated with Recommendation 9 reads
as follows: “Some patients may have a
substantial increase in pain or decrease in
function that persists for more than one
month after a small dose reduction;
tapering may be paused and potentially
abandoned in such patients.”

Kahan and colleagues® also note that
our guideline does not address treatment
of opioid use disorder. We highlighted this
in the Scope section of the guideline.*
Although this is an important issue, it was
not within our mandate. The same is true
of acute pain, pain resulting from cancer,
or pain at the end of life.

We reiterate our view that, if followed,
the 2017 Canadian guideline will promote
evidence-based prescribing of opioids for
chronic noncancer pain.
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