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Introduction
Increased rates of opioid dependence, opioid-related
deaths, and under-treated chronic pain led the National
Opioid Use Guideline Group to publish two iterations of
the Canadian Opioid Guidelines 

Lack of awareness among
pain clinicians 
Impractical format 
Limited uptake
Favourable attitudes

CMAJ summary supplement
to boost awareness 
Available in print and online
via MAGICApp
? uptake, attitudes 

Research Question: What are the attitudes and
perceptions towards the 2017 Canadian Guideline for
opioid therapy and chronic noncancer pain among
Canadian pain clinicians? 

Methods
Semi-structured, one-on-one qualitative interviews with
English-speaking Canadian pain clinicians 

Written and verbal informed consent obtained 
Conducted by two research assistants under the
supervision of the principal investigator with no
relevant disclosures 
Pre-tested interview guide 

Snowball sampling until saturation reached (~10
participants) 
Ethics approval by Hamilton Integrated Research Ethics
Board (14313)
Thematic analysis of verbatim transcripts using NVivo

Following the methodological approaches of
grounded theory as outlined by Corbin and Strauss
(1990) 
Iterative coding to identify overarching common
themes 

Results

Canadian pain
clinicians 9

Representing four specialties: Anesthesiology, Family Medicine, Gynaecology, and Neurology
Across five provinces: Ontario, Alberta, Manitoba, British Columbia, and Quebec
Employed within various practice structures (e.g., multidisciplinary pain clinics, focused chronic pain
management, urban care centres, etc.) with differing remuneration models (e.g., FFS, ARP, etc.) 

9/9 interviewees are “very”, “quite”, or “extremely” familiar
with the 2017 guideline
All became aware of the guideline through journals,
conferences, and colleagues 
Formats accessible, but could be more variable

Useful for standardization of care, supporting shared
decision making, and educating patients and providers
Not useful when contradictory to provincial standards,
providers are not initiating opiate therapy, and navigating
multidisciplinary pain management

Common misinterpretation of “strong” versus “weak”
recommendations as indicators of evidence strength

Only 3/9 suggest renaming “weak” to “conditional” 
Opioid thresholds perceived to produce fear around
prescribing and as limits on clinical freedom

Lack of existing evidence on efficacy of opiate therapy
Many endorse revision of the guideline with updated
evidence and further supportive information regarding
multimodal pain management, long-term opiate use and
effectiveness, and opioid use disorder

Perception that guideline can impose cognitive and     
labour burdens that deter prescribing and thus    
redistribute increased workloads to pain specialists 

May reduce administrative burden with narcotic
contract templates and patient/screening tools

Guideline is valued as a teaching resource in     
postgraduate and continuing medical education
7/9 participants consider education of providers,     
patients, and policymakers a key strategy to improving
guideline implementation and pain care

8/9 Participants had not seen the
MAGICApp version 6/9 Participants support

integration into EMR

Revisions Recommended for 2017 Guideline
 Be less vague regarding when to start opioids, how and when to taper, and rationale for dose thresholds1.
 Clarify recommendations around tapering and include practical guides for assessing patient motivation using
the stages of change 

2.

 Add recommendation about continuity of care (e.g., as much as possible, opiates should be prescribed by the
same physician)  

3.

 Address evidence regarding multimodal pain management and how to integrate opiate therapy into a
multidimensional approach to pain 

4.

 Include more guidance related to substance use disorders, particularly regarding patient presentations (i.e.,
red flags) and harm reduction 

5.

 Discuss risk of diversion and how to screen for it 6.
 Consider system-level barriers to guideline use, including fee structures, availability of multidimensional pain
care, lack of provider capacity, and stigma 

7.

 Diversify guideline formats, publishing versions with varying degrees of supplemental information (i.e.,
layperson infographic versus supplement with extensive supportive evidence) 

8.

 Publish practice-specific versions (i.e., guideline for primary care versus guideline for focused chronic pain
practice) 

9.

 Provide access to tools 10.
 For patients (e.g., infographics, videos, websites, and apps with accessible language) a.
 For providers (e.g., narcotic contract templates, opioid risk assessment tools, and screening tools) b.

Conclusion

Discussion

This study suggests the 2017 guideline sufficiently addresses the key barriers impacting use of its
predecessor, the 2010 guideline: lack of awareness and impractical formatting. Our findings will similarly
inform the upcoming update of the guideline.
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