42. Roizen MF. Routine preoperative evalu-
ation. In: Miller RD, editor. Anesthesia.
2nd ed. New York: Churchill Livingstone,
1986:225-53.

43. Rabkin SW, Horne JM. Preoperative
electrocardiography: effect of new abnor-
malities on clinical decisions. Can Med
Assoc J 1983;128:146-7.

44. Turnbull JE, Buck C. The value of pre-
operative screening investigations in oth-
erwise healthy individuals. Arch Intern Med
1987;147:1101-5.

45. Driscoll AC, Hobika JH, Etsten BE,
Proger S. Clinically unrecognized myocar-
dial infarction following surgery. N Engl 7
Med 1961;264:633-9.

46. Greenberg AG, Saik RP, Pridham D.
Influence of age on mortality of colon
surgery. Am J Surg 1985;150:65-70.

47. Delcore R, Thomas JH, Hermreck AS.
Pancreaticoduodenectomy for malignant
pancreatic and periampullary neoplasms
in elderly patients. Am J Surg 1991,
162:532-6.

48. Djokovic JL, Hedley-Whyte J. Prediction
of outcome of surgery and anesthesia in
patients over 80. JAMA 1979;242:2301-6.

49. Mohr DN. Estimation of surgical risk in
the elderly: a correlative review.

J Am Geriatr Soc 1983;31:99-102.

50. Del Guercio LR, Cohn JD. Monitoring
operative risk in the elderly. 74MA4 1980;
243:1350-5.

51. Resnekov L, Fox S, Selzer A,

Campbell R, Childers R, Kaplan S, et al.
The quest for optimal electrocardiogra-
phy. Task force IV: use of electrocardio-
grams in practice. Am J Cardiol 1978,;
41:170-5.

52. Rutledge R, Thomas CG,

Muakkassa FF, Hansen AR. The optimum
use of laboratory tests in the surgical
patient. N C Med 7 1991;52:36-40.

53. Seymour DG, Pringle K,

MacLennan WJ. The role of the routine
pre-operative electrocardiogram in the
elderly surgical patient. Age Ageing 1983;
12:97-104.

54. Paterson KR, Caskie JP, Galloway D],
McArthur K, McWhinnie DL. The pre-
operative electrocardiogram: an assess-
ment. Scott Med 7 1983;28:116-8.

SPECIAL REPORTS

0000000000000 0sc0csnsce

55. Gold BS, Young ML, Kinman JL,

Kitz DS, Berlin J, Scwartz JS. The utility
of preoperative electrocardiograms in the
ambulatory surgical patient. Arch Intern
Med 1992;152:301-5.

56. Paraskos JA. Who needs a preoperative
electrocardiogram? Arch Intern Med 1992;
152:261-3.

57. Leape LL. Practice guidelines and stan-
dards: an overview. Qual Rev Bull 1990;
16(2):42-50.

58. Park RE, Fink A, Brook RH,

Chassin MR, Kahn KL, Merrick NJ, et al.
Physician ratings of appropriate indica-
tions for six medical and surgical proce-
dures. Am J Public Health 1986;
76(7):766-72.

59. Anderson G. Implementing practice
guidelines. Can Med Assoc f 1993;
148:753-5.

Guidelines for
managing chronic
non-malignant
pain
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Ithough not uniformly applied

in practice, the tenets guiding
the treatment of patients with
cancer pain are well established.'
Chronic pain caused by condi-
tions other than cancer, frequently
termed “chronic non-malignant
pain,” can be as severe as can-
cer pain.

Management principles, includ-
ing how and when to use strong
opioids, are less clearly defined for
pain caused by conditions other
than cancer. More education is
needed about techniques of
patient assessment and principles
of chronic pain diagnosis, about
treatments available for chronic

pain management, and about
establishing reasonable treatment
goals to manage chronic non-
malignant pain. Many physicians
see the use of opioids for chronic
pain as controversial. Physician
fear of 1atrogenic addiction, fear of
inducing tolerance, perceived risk
of penalties by regulatory agencies,
and unfamiliarity with selection
and dosing of opioids in the setting
of chronic non-malignant pain
limit consideration of opioid use.

This article outlines the spectrum
of problems encountered in assess-
ing and managing patients with
chronic non-malignant pain (with
some emphasis on how regulatory
bodies influence the medical use of
opioids) and presents Guidelines for
Management of Chronic Non-malignant
Pain, recently published by the
College of Physicians and Surgeons
of Alberta.” We write this article to
stimulate discussion at the level of
provincial Colleges of Physicians
and Surgeons and among physi-
cians who care for patients with
chronic pain.

Opioids for chronic

non-malignant pain

Methods of patient assessment and
establishment of treatment goals for
chronic non-malignant pain have
been well described in the standard
textbooks of pain management.
However, the role of strong opioid
medications in the management of
chronic non-malignant pain is less
well-defined. In Canada, published
advice on their use is sparse.
Guidelines from the Quebec
College go so far as to recommend
that physicians who administer opi-
oids to chronic non-malignant pain
patients for more than 8 weeks
“... secure another physician’s opin-
ion before continuing such thera-
py.”’ Legislation criminalizing
physician prescribing that willingly
facilitates prescription medication
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diversion is currently being consid-
ered by Parliament.* In contrast,
other regulatory bodies recommend
considering opioids in selected cir-
cumstances.

Regulations in Europe. Canada
is fortunate, compared with other
parts of the world where the use of
opioids even for chronic cancer
pain is hampered by regulatory bar-
riers and fear of iatrogenic addic-
tion. Per capita medical opioid con-
sumption in Germany, Italy, and
France is less than 2% of that in
other parts of Europe, such as the
United Kingdom.® Restrictive laws

SPECIAL REPORTS

and regulations have been correlat-
ed with low medical opioid con-
sumption, but appear unrelated to
incidence of drug death, a marker
of illicit opioid use.

In Italy, a physician must
obtain special prescription forms
in order to prescribe morphine,
and must sign each form in the
presence of a local medical associ-
ation officer.® The amount pre-
scribed cannot exceed an 8-day
supply. Paradoxically, the rate of
drug deaths in Italy is approxi-
mately five times that in Great
Britain, which has considerably
less restrictive opioid regulations.®

Low per capita medical opioid
consumption could also relate, in
part, to cultural factors, such as
patient or family aversion to opioid
use. A recent British survey of
members of the Intractable Pain
Society revealed broad support for
opioid use for carefully selected
patients with non-malignant pain.’

Regulations in the United
States. Opioid regulations in the
United States are legislated at both
the federal and state level, and there-
fore vary through the country. A
recent review of this topic has high-
lighted several recent changes in

Alberta guidelines for managing chronic non-malignant pain
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The problem of chronic non-malignant pain is staggering; the .
cost of annual lost productivity caused by chronic pain in !

North America is measured in billions of dollars. Other less

easily measured parameters, such as failed marriages or poor |

quality of life, underscore the gravity of the situation.

A rational understanding of the likely mechanisms of pain
is required to develop an effective clinical approach.
Comprehensive evaluation of patients should provide reason-
able hypotheses about the pathophysiologic processes con-
tributing to the pain (nociceptive, neuropathic, or psychologic).

For some patients therapy is aimed toward identifiable '
organic process and for others toward the degree of disability
and associated psychologic issues. A large group of patients
have chronic non-malignant pain that is best described as
idiopathic, ie, pain perceived by the clinician to be excessive
for the degree of organic disorder evident. Some of those
patients have a primary psychologic cause for the pain, but
unless a strong case for this can be made, the patient’s pain is
best termed idiopathic and the potential for organic processes

left open.

Standard guidelines

There is usually no easy solution to offer patients with chronic :
non-malignant pain. Standard advice on management includes '

the following.

* Perform a complete pain history and physical examination. * A multidisciplinary team approach is optimal.

* Assess for coexisting depression, sleep disorder, personality :

disorder, poorly developed coping skills, and poor social
functioning. These issues are addressed separately from the

be changed but a person’s response to a difficult situation
can be.

i » Obtain all relevant documentation concerning prior investi-

gations and consultations. Consider whether a new condition
is present (eg, newly extruded disk in a patient with chronic
back pain) and arrange further tests or consultation needed
to assess the condition. The goal is to complete the evalua-
tion in order to help the patient focus on getting better.

Help the patient to get better. Treatment of chronic
non-malignant pain attempts to enhance functioning (broadly
defined to include physical, psychologic, and social function-
ing) and improve comfort.

Long-term treatment with analgesic medication should be
used if analgesics relieve pain, improve functioning, or
both. Analgesic medications should initially include nonopi-
oid analgesics or adjuvant analgesics. Long-term therapy
with one or more agents within these two general categories
continues to be preferred for patients with chronic non-
malignant pain (in contrast to those with cancer pain).
Long-term use of nonpharmacologic analgesics should
be considered.

Opioids are not first-line drugs for chronic non-malignant
pain but are occasionally helpful. Physicians should carefully
weigh the benefits and potential problems associated with
such medications when used long term.

Guidelines for opioid use
i « The underlying medical condition causing the pain should be
medical condition causing the pain; sometimes pain cannot '

established, and the pain should appear to be commensurate
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what is viewed as an evolving con-
cept of what constitutes acceptable
standards of care.” Federal laws have
mistakenly incorporated chronic use
of opioid medication within the legal
definition of addiction. Recent
Intractable Pain Acts in California
and Texas have validated prescrip-
tion of opioid analgesics by physi-
cians to patients with intractable
pain, excluding patients using drugs
for nontherapeutic purposes.
Clinical practice guidelines for
chronic cancer pain have been
published” and reflect strategies to
respond to widespread undertreat-
ment of cancer pain in the United
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States.'"” However, use of opioids for
chronic non-cancer pain remains a
polarized, albeit evolving, arena of
clinical practice.

Efficacy and risk of addic-
tion. Addiction is defined as a
“behavioral pattern of drug use,
characterized by overwhelming
involvement with the use of a drug
(compulsive use), the securing of
its supply, and a high tendency to
relapse after withdrawal.”"
Addiction is a state where a person
takes a medication for its psychic
effect, not for its pain-relieving
effect, and is characterized by loss of

control, compulsive drug use, and
continued drug use despite harm.

One recent US survey found that
70% of cancer patients feared opi-
oid addiction.'” The actual risk of
subsequent addiction among
patients who have first received opi-
oids for medical indications appears
to be extremely low."” Repeated
appeals for medication by patients
with unrelieved cancer pain have
led some health care providers to
mistake pain relief-seeking behav-
iour for drug-seeking behaviour.'

Judicious use of opioids for
chronic non-malignant pain has
been increasingly reported in the

with the diagnosis. Clinicians should exercise particular caution

in treating patients whose pain is idiopathic or appears to be

determined primarily by psychologic factors.

A history of recent or remote substance abuse is a relatively
strong contraindication; chronic opioid therapy should be :

considered only under the most extraordinary circumstances :

for such patients.

An adequate trial of nonopioid analgesics and adjuvant anal- :

gesics should have been carried out without success.

One physician only should prescribe opioids to any patient.
In order to start opioid therapy, the principles of the World :
Health Organization “analgesic ladder” should be
employed.** Patients should first receive opioids in combina-
tion with nonsteroidal anti-inflammatory drugs or aceta-
minophen. Opinion concerning opioid therapy is evolving,
and the decision to rely on combination products or other
products before considering trials of morphine or similar opi- :

oids is arbitrary and based on convention, rather than phar-

macologic principles.

Treatment of pain with opioids is actually a treatment :
trial, and like all therapeutic trials, can be effective or inef-
fective. Effective therapy can be defined as identifying a
dose associated with meaningful partial analgesia and no

adverse affects severe enough to compromise comfort

or functioning.

If a fixed combination preparation of an opioid and nonopi-
oid analgesic is unsatisfactory, then oral morphine may be
tried. Behaviours that provide compelling evidence of abuse
include selling prescription drugs, covertly obtaining pre-
scription medications from more than one physician, con-

current abuse of related illicit drugs, repeated unsanctioned

dose escalations despite warnings, and events such as

prescription “loss.” Relapse after withdrawal is a feature of
addiction that is difficult to interpret in the context of
chronic non-malignant pain, as relapse of pain (and the
reinstitution of opioid therapy) can be rationally anticipated

to occur sometimes.

Parenteral dosing with opioids to treat chronic non-malig-
nant pain should be strongly discouraged, and daily intra-

muscular injections abhorred.

An agreement between patient and prescribing physician
should clearly state that there is to be no unsanctioned dose
escalation, no selling of opioids, no injecting of opioids, no
seeking of opioids from another physician, and no hoarding
of opioids. This contract should clearly define consequences
of violation, which include a non-negotiable end to the pre-
scribing relationship between physician and patient.

* The patient should be seen and assessed every 9 weeks and
more frequently if needed (eg, if there is a previous history

of substance abuse).

.+ Flares of pain can be treated with small extra doses of opioid

by mouth; each monthly prescription should include a few

extra doses for this purpose.

The goal of chronic opioid therapy is not to eliminate pain

(which could be impossible) but rather to control pain to a tol-

. erable level; emphasis is clearly on the patient’s level of func-

tioning in social, occupational, and personal life.

Addiction is quite distinct from tolerance and physical
dependence; true addiction resulting from appropriate
medicinal use of opioids is rare. Clinicians must monitor for the
possibility that opioids are contributing to disability, impairing
function directly, or producing adverse pharmacologic effects

© that lead to impaired functioning.

Canadian Family Physician VOL 41: January 1995

51



literature. Success of therapy has
been defined as an improved level
of comfort, which is usually but
not always accompanied by an
improved level of functioning.
Surveys attesting to the efficacy of
such therapy do not support the
notion that medicinal use of opioids
results in enslavement to the drug
when appropriate care is taken in
selecting patients.

One survey of 100 patients who
received opioids as a long-term
treatment of chronic non-malignant
pain documented good or partial
relief of pain for 79 patients. Pain
relief was correlated with improved
functioning, and there was no case
of addiction to opioids."” Another
such survey documented reduction
in pain and a relative paucity of
side effects.'® However, the physi-
cian’s role as patient advocate must
be balanced with the risk of acting
in the role of an unwitting facilita-
tor, who provides a drug supply to a
substance abuser who is feigning a
painful illness. Use of opioids for
patients with a history of substance
abuse should be undertaken only
with great caution.'’

Physical dependence. Physical
dependence is a response to a drug
characterized by the occurrence of
an abstinence syndrome after
abrupt dose reduction or adminis-
tration of an antagonist.

Risk of tolerance. Tolerance is a
poorly understood phenomenon in
which increasing amounts of med-
ication are required to maintain
drug effects. Tolerance to opioids
could result in subsequent failure of
a previously effective regimen.
However, published reports indicate
that tolerance is generally uncom-
mon among patients who have non-
malignant pain and who receive oral
opioids over a prolonged period. In
one study, higher doses of analgesics

52 Canadian Famuily Physician VOL +1: January 1995

SPECIAL REPORTS

N N Y N XN

were required during exacerbations
of pain, but most patients sub-
sequently returned to baseline
opioid use.'® Based on these and
other data, there appears to be an
important role for opioids in a sub-
population of patients with chronic
non-malignant pain.'’

Chronic pain syndrome. More
frequently seen is chronic pain syn-
drome, whereby a patient takes a
variety of medications with ques-
tionable benefit, and uses drugs
inappropriately as part of the
behavioural disturbances that char-
acterize this state. Other behaviour-
al traits of chronic non-malignant
pain syndrome include physical
inactivity, inability to work, and
social isolation. Analgesic medica-
tions should be used in this setting
only as part of a carefully controlled
overall pain management program.

Physicians’ fears of penalties
Fear of penalties from regulatory
agencies has been reported by
North American physicians as con-
tributing to underuse of opioids.'*"
One possible explanation for this
fear is that medical licensing and
disciplinary bodies know little about
opioid analgesics.

A survey of US state medical
licensing and disciplinary board
members deserves particular
mention.”” Only 75% of board
members thought that prescribing
opioids for an extended period to
patients with cancer pain was both
legal and acceptable medical prac-
tice; only 12% thought that admin-
istering opioids to patients with
chronic non-malignant pain and no
history of opioid abuse was both
lawful and generally acceptable
medical practice. Almost none of
these medical legislators could accu-
rately distinguish between addiction
(psychologic dependence), physical
dependence, and tolerance.

A second possible explanation for
physicians’ fear of penalties is a
failure by regulatory bodies to rec-
ognize clearly their own two com-
peting interests: a facilitating role in
the quality of medical care and a
policing role in preventing diversion
of drugs to illegitimate uses.
Practice standards established by
regulatory agencies can be too
vague to protect physicians reliably
from being wrongly accused of mis-
prescribing habits.”’ One leading
pain researcher has made an impas-
sioned plea that science and sound
judgment replace myth and fear of
penalties in the use of opioids for
chronic non-malignant pain.”

Appropriate use

Regulatory bodies must address
society’s dual goals of, on the one
hand, impeding the inappropriate
use of drugs (such as drug diversion)
and, on the other hand, strongly
supporting legitimate medical care
and judgment in relieving pain (such
as chronic opioid therapy for care-
fully selected patients in appropriate
medical settings). It is in this spirit
that the College of Physicians and
Surgeons of Alberta began develop-
ing guidelines for managing chronic
non-malignant pain.”

A working group was struck by
the College, consisting of three pain
specialists and a member of the
medical staff of the College. The
group reviewed published clinical
studies spanning the past 70 years
as well as practice options elsewhere
in North America and Europe.
Information from the College of
Physicians and Surgeons of Alberta
triplicate program was used to iden-
tify common patterns of aberrant
prescribing by physicians. The trip-
licate prescription program is a
computerized registry of all pre-
scriptions by Alberta physicians for
all opioids (except codeine prepara-
tions), amphetamines, butalbital,



and anabolic steroids. It is designed
primarily as an educational tool, to
inform physicians when their
patients receive prescriptions of
scheduled medications from multi-
ple physicians.

The guidelines were internally
reviewed and revised and were then
externally reviewed by an interna-
tionally recognized pain authority
before being mailed directly to all
Alberta physicians. These guide-
lines are in two sections: the first
describes general principles of
assessment and management of
chronic non-malignant pain and
the second specifically addresses
the use of opioids in this clinical
setting (see below™??).

Summarized recommendations
for managing chronic non-malignant
pain are as follows.

* Perform a complete pain history
and physical examination.

* Consider nonpharmacologic
analgesic interventions, using a
multidisciplinary approach.

* Consider nonopioid medications.

* Consider opioids if other mea-
sures are ineffective. Opioids can
be offered as a therapeutic trial, if
patients fulfil strict criteria.
Long-term opioid therapy can be
considered for patients who
responded well to such a trial. ®

Dr Hagen is Head of the Cancer Pain
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