
The Pain Practitioner

Integrative Pain Management
for Optimal Patient Care

Non-pharmacologic 
treatments of pain
Nutrition, aromatherapy, and massage
+ Opioid Prescribing Survey Results

SPRING 2018      



20   |  THE PAIN PRACTITIONER | SPRING 2018

���������	�
�����
�������������	��

��
����	�����

������
�
	����������	
�
��������
��	���	����	����

�������
������
intricacies required to safely and effectively treat pain patients. 
Best-care practice includes risk assessment, psychosocial 
evaluation, appropriate use of opioids, documentation, 
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and regulations that are required to protect not only patients 
but also the public. This paper presents a summary of the most 
common errors of opioid prescribing, according to a survey of 
practitioners. We invite readers to take the survey and compare 
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a 21-CME remedial and proactive prescribing course, “Opioids, 
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interventional pain specialists, physiatrists, orthopedic 
surgeons, emergency room doctors, physician assistants, nurse 
practitioners, and other clinicians. 

On a pretest survey consisting of a list of statements regarding 
their prescribing of controlled substances (CSs), attendees 
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believed to be false or bad practice, and 14 false or undesirable 
��	����
���������������

��	
��	�������� � �
     
PRETEST SURVEY AND RESULTS

DESIRABLE ACTIONS
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standard part of evaluation and treatment of chronic pain and 
the responses from the survey participants.  
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1. On the initial visit, when a new patient’s complaint is  
long-standing chronic pain, I have the patient sign 
releases for the records from previous treating physicians.
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Previous medical records should be a standard part of the 
initial evaluation. They can provide details about the patient’s 
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drug doses and procedures, and may also provide valuable 
information about the patient’s reliability, or reason for the 
change of provider. A patient’s refusal to facilitate obtaining 
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provider to ask, “Is there something to hide?” 

2. I ask patients who are being seen for chronic pain their 
pain level at every visit. 
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of treatment by evaluating the “four A’s” (1): Analgesia, 
Activities of daily living, Adverse effects, Aberrant drug-
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assessment of their pain! 

3. In male patients on chronic opioids, I routinely order  
a serum testosterone level early on. 
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in subnormal testosterone levels in most men (2-4). 
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NOT to increase the risk of prostate cancer (5,6). It’s good 
practice to check serum testosterone levels (total and free 
testosterone) in men being prescribed chronic opioids and 
consider testosterone replacement if the level is subnormal.

       
4. I phone the lab or ask a knowledgeable colleague for 
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an understanding of the results. At times this is not simple, 
because several commonly used opioids have metabolites 
that routinely appear in the urine. In addition, routine 
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buprenorphine, or methadone).  
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unfairly discharged because of the purported drug misuse; 
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does require action on the part of the prescriber.

 
5a. I document in the record actions I took as a result of  
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5b. If a patient violates part of the opioid agreement he/she 
signed, I document in the chart what action I took. 
��������� "!������	�
	�	�	��
��3���
�������������
�	�������
�
	�����
� 
When treating chronic pain, the clinician needs to document 
his/her thinking and decision-making, and note any potential 
	�������+�E
��
��
����������������'��������	����
���������������
but it also protects the prescriber from claims of negligence. 

   
UNDESIRABLE ACTIONS
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1. When a patient tells me that one opioid works better 
for him than another, I consider it likely that he’s a drug 
abuser looking for his drug of choice.  
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2. I am comfortable prescribing opioids only to patients 
who are able to manage them safely, i.e., who are of 
normal intelligence, do not have organic brain syndrome, 
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treated effectively for their pain. The key is to identify 
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has an active addiction disorder, referral for addiction 
evaluation and treatment is needed before it is safe to 
continue prescribing opioids. 

3. I am comfortable prescribing opioids only if I can 
objectively identify the patient’s pain generator  
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For the most common type of chronic pain seen by 
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common types of chronic pain, including headaches and 
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the goal of decreasing the pain and improving the patient’s 
function. A comprehensive approach is optimal, keeping in 
mind that opioids are often the most effective analgesics, 
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pain generator is uncertain. 

4. When I maintain chronic pain patients on opioids, I write 
in the chart that they are opioid dependent. 
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HOW CAN WE IMPROVE OPIOID PRESCRIBING FOR CHRONIC PAIN?
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5. I anticipate that my patient will become addicted to the 
opioid that I am prescribing for him/her for chronic pain. 
��������� !�������	�
	�	�	��
��"!���
���������#F��
�	�������
�
	�����
� 
Calling a patient “opioid dependent” is still likely to 
be construed as “opioid addict.” Although the current 
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are physically dependent; only a small percent of patients 
become addicted as a result of 
being put on an opioid.  
 Physical dependence is a property 
of opioids (and several other drug 
classes, such as corticosteroids). 
Its impact is that abrupt cessation 
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by tapering the drug rather than 
simply stopping it. This is a different 
phenomenon than addiction, 
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psychological dependence. The 
key characteristics of opioid use 
disorder (that is, addiction) (8) are:
�� Loss of control (i.e.,  

compulsive use)
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adverse consequences
�� Obsession or preoccupation 
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recovering from the effects  
of the substance
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referring to the patient’s physical 
dependence or addiction is to 
avoid altogether using the term 
“opioid dependence” and instead 
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document “physical dependence” or 
“addiction/substance use disorder.” 

6. When a patient on a chronic CS 
no longer needs the medication, I document  
in the chart how I “detoxed” the patient. 
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7. I advise patients who are on chronic opioids that they 
should not drive. 
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Most practitioners automatically advise patients on opioids 
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After that, psychomotor and cognitive performance are 
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(12-14). Even so, there are risks. 

8. When a family member phones, I decline to continue the 
call if the patient has not already signed a release for  

me to talk with his or her  
family member.
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HIPAA rules regarding phone 
calls from a patient’s relatives or 
friends are misunderstood by most 
clinicians. HIPAA rules require that 
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but they do not prevent us from 
listening (15). Family members 
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at every visit from patients on 
opioids for chronic pain.
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considered standard of care for 
patients on chronic opioids and is 
one of the CDC’s recent guidelines 
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monitoring a patient’s compliance. 
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For long-term, stable patients, there is often no medical 
reason for them to be seen every month for their chronic 
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multiple prescriptions for up to a 90-day supply of a 
schedule II-controlled substance (17). Often a visit every 
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Physical dependence 
is a property of opioids  

(and several other drug classes, 
such as corticosteroids).  
Its impact is that abrupt 
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set of withdrawal symptoms, 

which are preventable by 
tapering the drug rather  
than simply stopping it. 
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kept in a safe place by the patient and 
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11. If a patient on opioids reports 
sedation or constipation, I attempt  
to reduce the dose. 
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Sedation and constipation are common 
side effects of opioids. Sedation is usually 
transitory; constipation, on the other 
hand, persists. The ongoing use of a 
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stimulant plus stool softener may provide 
relief. Persistent sedation can be treated 
������
�������
	�����
����������+� 
� Y�

������
�����������
��
��������
effects by reducing the opioid dose 
is likely to increase pain and decrease 
function. Maintaining an effective 
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improved quality of life and function.

 
12. If a patient breaks a rule to which he 

has agreed in his opioid agreement,  
I discharge him. 
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by the clinician, but it is not necessarily 
in the patient’s best interest. A more ethical response 
����
����������������
��������������������'
�����
������
happened; there may be legitimate reasons. The only times 
��������������'���'�����
	�	����	���

���
�����������
�
��
���	���	�'�����	���+/������

�����	�����������������������
diverted a prescribed medication,  
"+/�������
����������
��	���	�'���	������������������� 
	��B��
����������������|
	�
���	�������!+/���������	�����
active addiction. 

13. I anticipate that I will have to gradually increase  
the patient’s opioid dose because of development  
of tolerance to the drug. 
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the analgesic effect of opioids remains controversial. Most 
clinicians and patients believe that tolerance to pain relief 
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of long-term opioid dosing in 197 patients maintained on 
opioids for a mean of 4 years 8 months. (18).

 
14. If I have a nurse practitioner or PA working with me,  

I am willing to pre-sign blank prescriptions to facilitate 
their prescribing opioids. 
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against DEA regulations (19) to pre-sign a blank prescription. 

LIMITATIONS
This paper does not purport to be comprehensive in that it 
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This includes initial urine drug testing, use of risk assessment 
tools such as the Opioid Risk Tool (20), and regularly accessing 
online the state’s Prescription Monitoring Program. Also, this 
paper did not provide data on clinicians’ beliefs about team-
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beginning to be understood. There is a great need for not only 
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board to take a prescribing course because of inadequate 
understanding of opioids and opioid treatment. 

HOW CAN WE IMPROVE OPIOID PRESCRIBING FOR CHRONIC PAIN?

Where Change Begins®
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CONCLUSIONS
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aspects such as the characteristics of opioids, appropriate 
treatment, relationship to addiction, appropriate risk assessment, 
documentation requirements, and the need for ongoing 
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career, but this education is still not being regularly provided. �
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HOW CAN WE IMPROVE OPIOID PRESCRIBING FOR CHRONIC PAIN?

EARN 5 CME CREDITS WITH OUR  
FREE ONLINE OPIOIDS COURSE!
Chronic Pain and Opioid Use: Best Practices in 
the Current Environment
For more information, go to goo.gl/CCLSIB
This 5-hour program provides education on the  
optimal management of chronic pain, particularly  
using opioids appropriately and managing patients’ risk 
for harm. For more information, go to goo.gl/CCLSIB

FREE
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Management Practitioner  
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� Document your knowledge and use of best practices in pain care.
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provide safe and effective pharmacologic pain care. 
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� Conveniently schedule your exam when and where you want it. 
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