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« Chronic pain affects 50 million adults in the USA'; 25% are treated « Prescription Opioid Taper Support (POTS)” to develop pain self- PROMIS-29 Scores at Baseline

with chronic prescription opioids? despite limited long-term management skills, provide support for individualized, voluntary

efficacy data3® and risk for opioid use disorder and overdose*> taper with goal of 10% reduction from baseline per month Rating

It is not known if cannabis can reduce chronic pain and/or aid Draws on CBT, mindfulness practices, and motivational AU,

opioid dose reduction’ inferviewing B i

Behavioral therapies can improve pain and function, but access Participants identity POTS as helpful for managing their pain B Voderate

and cost limit widespread use’ (M=6.9, SD=2.0). 94% agreed or stfrongly agreed that they learned Bl scvere
. . . . . kills related t ' tin th .

Clinical Trial of Cannabis added to Behavioral Pain Management eW SETS TeiTed 10 Pain Mondagement I e Program

: 3 Sample POTS Group Session Content
ntervention [NCT10482/552) Pain Neurobiology and Pain Gate Theory
ntro to Relaxation Techniques and Progressive Muscle Relaxation
mproving Sleep
Pacing and Activity Scheduling
Coping with Pain Flare-Ups
Pain Beliefs and Activity Avoidance All subjects report impaired physical function (h=39, 100%). Most
Setting Pleasurable Activity Goals report worse pain interference (N=38, 97.4%), fatigue (n=26, 66.7%),
Maintaining Gains and Dealing with Setbacks and abillity fo participate (n=26, 66.7%) than the general population.

Self-Reported Opioid Dose and Pain

Design
« 24-week pragmatic trial offering behavioral infervention to all
subjects at weekly group sessions

» Blocks of 3-6 subjects randomly assigned to voluntary selt-
Initfiation of cannabis use or to a waitlist-control in which they
may not use cannabis for the duration of trial

Figure 2: PROMIS-29 Scores (T-score, M=50, SD=10 in general population)

» Participants choose cannabis products, dose, and frequency . ggg-l
o) -
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G Study wisit: Measures collected by Behavioral Support {POTS), 4 (6'5%) 3 (7-5%) 2 (] 4-3%) ( 2°5%) * Reduced Prescription OpIOId Dose (n:4, 220/0)
Figure 1: Study Timeline _ 39 27 / S Figure 3: Self-Reported Opioid Dose (average MME/day) and Pain (PEG Scale, 0-10)
Participants | | N | TSI 34 (87.2%) 24 (88.9%) 6 (85.7%) 4 (80%) At a threshold of +5% chcngg iNn MME, 7 (38.9%) decred§ed their
« Adults ages 18-75, taking = 25 morphine milligram equivalents . PastYear XA 5 (18.5%) 1 (14.3%) 0 (0%) self-reported dose, 7 (38.9%) increased, and 4 (22.2%) did not
(MME) per day for chronic pain MME/Day* 84.4 (69.2) 94.8(79.2)  58.2(33.9) 64.9 (24.2) change.

BT 6.5 (1.3) 6.6 (1.0) 6.1 (2.0) 6.8 (1.9)

RSl 2.0 (1.9) 1.9 (1.9) 2.3 (1.0) 2.0 (2.5)
Q-LES-Q-SF* 50.5 (15.8) 492 (15.5)  54.6(17.6) 51.4(18.0)

» |nterested in using cannabis to reduce pain and/or opioid dose
» Exclusions include > weekly cannabis use, unstable major

medical illness, psychosis, moderate or severe substance use Combpleted .
disorder (except OUD, tobacco use disorder) N BE 17 ] 0 Enrolled participants reflect an older, White sample. Recruitment
« Enrolling at MGH, Maine Medical Center (MMC), and Note. Pain Rating describes pain on a scale from 0-10. Symptoms of Opioid Use Disorder strafegies require modification 1o broaden age, racial, and ethnic

(OUD) is a count; ranging from 0-11 symptoms. The Q-LES-Q-SF is the Quality-of-Life composition to increase generalizability of the findings.

Enjoyment and Satisfaction Questionnaire, scored as percentages with 100% being the ” : . : :

greatest possible quality of life. * N (%),* M (SD) Accep’rablh’ry,. perceyed hglpfulness of POT§ iIntfervention gre high
Although participants idenftity a dose reduction goal, barriers such
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Ovutcomes

« 1% outcomes: Pain Intensity/Interference and prescription opioid
dose (MME/day), verified by the Prescription Monitoring Program

« Secondary outcomes: Quality of life, depression, anxiety,
symptoms of opioid and cannabis use disorders

« Qutcomes assessed at monthly visits and via daily surveys.
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