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Abstract
Research has largely ignored the systematic examination of physicians’ attitudes towards
providing care for patients with chronic non-cancer pain. The objective of this study was to
identify barriers and facilitators to opioid treatment of chronic non-cancer pain patients by office-
based medical providers. We used a qualitative study design using individual and group
interviews. Participants were twenty-three office-based physicians in New England. Interviews
were audiotaped, transcribed, and systematically coded by a multidisciplinary team using the
constant comparative method. Physician barriers included lack of expertise in the treatment of
chronic pain and co-existing disorders, including addiction; lack of interest in pain management;
patients’ aberrant behaviors; and physicians’ attitudes toward prescribing opioid analgesics.
Physician facilitators included promoting continuity of patient care and the use of opioid
agreements. Physicians’ perceptions of patient-related barriers included lack of physician
responsiveness to patients’ pain reports, negative attitudes toward opioid analgesics, concerns
about cost, and patients’ low motivation for pain treatment. Perceived logistical barriers included
lack of appropriate pain management and addiction referral options, limited information regarding
diagnostic workup, limited insurance coverage for pain management services, limited ancillary
support for physicians, and insufficient time. Addressing these barriers to pain treatment will be
crucial to improving pain management service delivery.
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INTRODUCTION
Chronic pain (i.e., non-cancer related physical pain lasting at least 3 months) is highly
prevalent20,42 and is one of the most common complaints of patients when seeking
treatment. Primary care physicians provide the majority of care for patients with chronic
pain.11,38 Despite the large number of patients with chronic pain that primary care
providers manage, physicians report low satisfaction, and are concerned about their pain
management training and expertise.24,41

Research on physicians’ experiences treating chronic pain patients has focused on barriers to
implementing opioid therapy—one treatment option for addressing chronic pain in office-
based settings. While opioid therapy is generally accepted as the treatment of choice for
cancer-related pain, its efficacy and safety in treating non-cancer chronic pain is debated.31

Physicians express concern about the addiction potential of prescription opioids, illegal
diversion, adverse effects, and patient-related problems (e.g., medication adherence,
psychiatric comorbidity, and secondary gain).3,23,32,44

Whereas we previously reported on attitudes toward caring for opioid addicted patients and
incorporating buprenorphine treatment into office-based practice, we did not report on
findings related to perceptions of the treatment of chronic pain among the study sample.1
The purpose of the current study was to examine physicians’ attitudes and experiences about
treating chronic non-cancer pain. A qualitative method was used since it facilitates the
investigation of complex phenomena and allows for detailed description of participant
experiences.10

MATERIALS AND METHODS
Participants

The methods and participants have been described.1 Physicians in New England who
provide primary care, medical student education, and/or buprenorphine treatment were
contacted through e-mail and postal mailing. As is common in qualitative research, a
“purposeful sampling” strategy of recruitment was used to ensure a range of respondent
experiences. Thus, we solicited participation from: a) non-academically affiliated
community physicians, b) physicians who had no experience providing addiction care for
opioid dependent patients, c) physicians with experience providing buprenorphine treatment,
and d) physicians who had provided office-based methadone maintenance in a research
study.14 Participants were recruited until thematic saturation was reached (i.e., the point at
which no new themes emerged from the interviews).34 Participants provided informed
consent, and the protocol was approved by Yale University.

Interviews
As described elsewhere1, we conducted face-to-face interviews with 23 participants using a
semi-structured interview guide. The interview guide targeted 4 domains: 1) experience,
interest, and concerns regarding caring for opioid dependent patients, 2) physician and staff
training needs, 3) relationships with addiction treatment programs, and 4) reimbursement.
The interview guide contained a series of open-ended questions that targeted each domain
followed by specific probes if particular content areas were not covered. For example,
regarding prior experience with addiction treatment programs, respondents were asked:
“Please describe any prior interactions that you have had with a narcotic treatment program
or methadone clinic.” This request was followed by specific prompts regarding interactions
with nurses, physicians, counselors, and administrative staff at the treatment program. In the
course of discussing these four domains, 22 of the 23 providers spontaneously discussed
their experience treating patients who have chronic pain with opioid medications. When this
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occurred, interviewers followed up with questions that broadened the discussion of the
original four domains to include the treatment of patients with chronic pain. Thus,
discussion regarding providers’ experiences treating patients with chronic pain formed the
basis of the current study.

Two investigators with experience in qualitative interviewing conducted the interviews,
which lasted approximately 1 hour and were audiotaped and transcribed. Prior to each
interview, physicians provided personal demographic data (age, gender, race/ethnicity, area
of specialization, employment setting, and years since graduation) and patient demographic
data, and proportion of patients (1) with addictive disorders and (2) receiving prescription
opioids for: a) chronic pain, b) chronic pain with a history of opioid addiction, and c)
chronic pain with current opioid addiction.

Data Analysis
Data analysis followed the principles of grounded theory, using the constant comparative
method for systematic inductive analysis.18 Grounded theory comprises a systematic
qualitative research methodology that involves coding collected data, which are then
grouped into concepts or themes.18 In the current study, a multidisciplinary team consisting
of four physicians, a sociologist, a medical anthropologist, and a clinical psychologist
performed the data coding. All group members reviewed a subset of transcripts to identify
broad themes using the “open-coding” or “substantive” technique (i.e., transcripts are
reviewed line by line and all of the text is coded in order to better understand the problem
area). When consensus on broad thematic codes and their working definitions was reached,
the team revisited the data to conceptually group open codes into paradigmatic areas using a
combination of inductive and deductive reasoning and further specified sub-themes in each
domain—a procedure called systematic inductive analysis. The relevance of the initial
themes and subthemes were tested by repeated comparative assessment of succeeding data.
Once consensus on the coding scheme and code definitions was reached, each transcript was
independently coded by at least 2 team members. Manual coding was then electronically
applied to the textual data using N6® QSR (International Pty Ltd, 1991 to 2002, Doncaster,
Victoria, Australia) software.

RESULTS
Participant Characteristics

Twenty-three office-based physicians participated, and 20 provided demographic data. The
demographic characteristics of these 20 participants in addition to patient-related substance
use characteristics are summarized in Table 1. As outlined in Table 1, respondents’ clinical
areas of expertise were as follows: internal medicine (50%), infectious disease (20%),
addiction medicine (15%), psychiatry (10%), and family medicine (5%). Five respondents—
three specializing in addiction medicine, one in infectious disease, and one in psychiatry—
reported experience with buprenorphine and had the appropriate Drug Enforcement
Administration (DEA) registration to prescribe buprenorphine. Of these five providers, four
worked in individual practice and one worked in a clinic and had teaching responsibilities.

Main Themes
Physicians described three themes that served as barriers and facilitators to treating patients
with chronic pain: physician factors, patient factors (i.e., physicians’ perceptions of patient
factors), and logistical factors. These themes are further subdivided into specific subthemes
(Table 2). As is common in qualitative studies that employ a grounded theory approach, a
selection of representative quotes that illustrates these themes and subthemes were selected
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by the investigators during and after the systematic coding of the transcripts;18 these quotes
are provided below.

Physician Factors
Pain assessment—Respondents reported that the absence of objective or physiological
measures of pain intensity and pain relief, the frequent lack of medical findings supporting
patients’ pain reports (e.g., tissue damage, medical diagnosis), and uncertainty regarding the
veracity of reported pain in patients with suspected or confirmed addiction impeded their
provision of pain management.

I don’t know what the pain is like. They really might be in pain …I don’t want to
challenge them and have them think that I don’t trust them. I don’t want to make
them any more miserable.

Expertise in pain management—Respondents noted that they and other medical
providers lacked expertise in treating chronic pain.

Chronic pain is a huge issue, a huge problem, but there are no experts at this
institution who know how to treat pain.

Additionally, respondents cited their dissatisfaction with their inability to alleviate pain.

It’s awful, and I think it’s demoralizing when you leave people in pain. That’s just
so disrespectful. I mean you’re supposed to be a doctor, you’re supposed to relieve
pain and suffering, and you ignore the pain.

Expertise in treating co-occurring chronic pain and opioid addiction—
Physicians noted their lack of expertise in treating chronic pain when it occurred in the
context of suspected or documented opioid addiction.

Nobody here knows how to treat pain in anybody who has a history [of addiction]
and already on something like methadone…nobody knows how to treat them.

Respondents indicated that primary care providers did not have the appropriate training or
skill to manage patients with co-occurring chronic pain and opioid addiction.

It’s a mistake…promoting doctors like me to [treat pain and addiction]. It would be
a societal mistake to have addiction and pain medicine be managed without other
support services…. Most of us in primary care end up [doing it] by default…But
that’s not good. That’s not something to be promoted.

Co-existing disorders—Participants noted their lack of expertise in treating medical and
psychiatric conditions that co-occur with chronic pain. Examples included the complexity of
accurately diagnosing or assessing multiple medical and psychiatric diagnoses, and
difficulty distinguishing the contributions of pain, medical and psychiatric conditions, and
addiction to the patients’ presentation.

I had a patient and I was trying to regulate his pain medication for his headache
syndrome, but he now has a neck injury, back injury, and landed in the hospital
with a pulmonary embolism for other reasons…his pain seemed out of proportion
with his illness; he eventually discharged me from his care. My interpretation is
that he was also seeing another doctor who was giving him chronic pain meds.

Interest in pain management—Physicians reported limited interest in providing pain
management, particularly to patients with a suspected or documented opioid addiction.
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The patients that I’ve always kind of suspected as in one way or another abusing or
taking too much [prescription opioids] or people that have an opiate addiction that
were originally taking it for pain tend to be much more confrontational than the
patients who I have no suspicion [sic].

Aberrant behaviors—Participants listed behaviors associated with suspected prescription
opioid misuse, abuse, or addiction that they encountered, which they found clinically
challenging and frustrating and which interfered with successful pain management,
including requests for early refill of opioids, continued requests for dose escalations, seeking
opioids from different physicians, opioid diversion, repeated reports of lost or stolen
prescriptions, and insistence that only opioid treatment will alleviate pain.

I guess the things that I use are early refills, tox screens that don’t make sense, if
they’re abusing other substances…We actually keep track of numbers of phone
calls and the types of problems that are within the phone calls.

Prescribing opioid analgesics—Providers reported ambivalence about prescribing
opioids for patients with chronic pain and rising concern among providers in their practice
about prescribing opioids for patients with pain.

To help patients avoid transitioning from use to misuse is actually always my
concern. I’m not reluctant to treat somebody for pain following a motor vehicle
accident. The area that I then enter into is then how long do I continue it, at what
dose, which narcotics. I feel very insecure about that.

Specifically, providers noted frustration about providing opioids to patients whom they
suspected were abusing or dependent on prescription opioids.

I feel a tremendous amount of dissatisfaction with patients whom I’m writing
narcotic scripts for on a monthly basis for pain, but feel they’re addicted.

Opioid agreements—In contrast to the several barriers reported above, participants
identified fewer facilitators. Many respondents reported that they routinely implemented
opioid agreements or contracts.16 Common elements included urinalysis to test for illicit
drugs and the presence or absence of prescription opioids; specifying physician and patient
roles and expectations; and assessing and addressing aberrant behaviors.

I had a patient who was getting oxycodone for six to eight months for a chronic
pain issue…because we were concerned about his behavior, we did a urine tox
which showed no oxycodone and, instead, showed morphine-could’ve been heroin
or anything he bought. So, we discontinued oxycodone.

Providers noted that these agreements helped them to establish clear, appropriate
boundaries.

The contract I really use so that it formalizes our relationship…it makes it easier if
you have to take it to the next step and make this referral [to substance use disorder
treatment].

Continuity of care—Physicians noted that their treatment of patients with chronic pain
facilitated continuity. Examples included avoiding coordination with off-site addiction or
pain-management providers, enhanced physician self-efficacy, increased adherence, and
increased skill in setting boundaries with patients, especially those suspected of misusing or
abusing their opioid analgesics.
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I switched him to methadone for pain and we’ve been able to titrate the methadone
for his pain and at the same time I told him I thought he had an addiction …he got a
new job and so far he’s been socially stable and so the medication has worked.

Patient Factors
Physician responsiveness to patients’ pain—Some providers noted that their
patients with chronic pain felt that medical providers had not adequately listened or
misunderstood their pain reports.

I am thinking of one gentleman in particular; he feels that doctors have not listened
to him in the past. We’ve managed to hang on with each other for probably eight or
nine months; so far, we’re doing okay.

Attitudes toward opioid analgesics—Physicians noted that a subset of their patients
with chronic and acute pain had concerns about the addiction potential of prescription
opioids.

There are people who have expressed an interest to me in not wanting to be on the
medication any more. Some have admitted that they’re probably at some level of
dependence or addiction and we have had open discussions about not wanting to
need this medication any more.

Cost of specialty pain management—Some respondents felt their patients were
concerned about the costs and coverage of specialty pain management.

There is a really big access issue with the pain clinics right now, for patients with
Title 19 [Medicaid], and most of my patients are Title 19. So, while I can refer
them, their likelihood of getting an appointment, even with strong advocacy from
me, is very low.

Motivation—Participants questioned the motivation of some patients’ requests for opioids
for pain. Examples included desire to use prescription opioids for euphoric and not analgesic
effect, and diversion.

In my first year here, I was very kindly giving benzodiazopenes to a woman for
neck spasms and Percocet for her neck pain based on her records and what she told
me. And when I found out I was also prescribing for her sister and her mother I
realized that single handedly I was probably prescribing for all of New Haven, and
immediately got them off.

Logistical Factors
Pain management referrals—Respondents noted the lack of options for pain
management referrals. Examples included the dearth of specialty pain management services,
especially those that can address co-occurring chronic pain and opioid addiction; frustration
at lack of improvement in referred patients’ pain status following specialty pain
management; and perception that pain management clinics were too aggressive in
prescribing opioids.

I give them [pain management doctors] very detailed notes about the problem…
however, often I find that they are not accomplishing any more than I was and
[patients] are often sent back to me with them [pain specialists] essentially saying,
“ we did our best.” It’s very frustrating, because if they were easy patients they
wouldn’t have been seeing them [pain management doctors], they wouldn’t have
been referred.
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Specifically, some providers reported frustration with the response of anesthesiologists to
their patients with chronic pain and the perceived proclivity of these providers to prescribe
opioids.

…the anesthesiologists who do pain management don’t really understand the
difference between chronic pain vs. post operative pain or acute pain and they try to
treat everyone as if it was acute pain. And it’s like Saturday Night Live,
“Cheeseburger, cheeseburger, Pepsi, Pepsi everyone gets narcotics!”

Respondents wished that they could refer patients with chronic pain and a suspected or
confirmed opioid addiction to a specialist.

Well, I would love for there to be a separate clinic where I could refer patients for
management of their chronic pain and substance abuse simultaneously. Kind of
take me out of the picture.

Addiction referrals—Respondents noted that they had referred pain patients with
suspected opioid addiction for addiction treatment with limited success. Examples included
the absence of addiction treatment settings that specialized in managing pain and the
reluctance of patients whom were suspected of having an opioid addiction to seek treatment
for addiction.

I emphasize that I still want to be your doctor, we still need to take care of your
diabetes or whatever, we will not hold this against you, but we will no longer
prescribe this [prescription opioid analgesics] from this clinic.

Diagnostic workup—Some respondents indicated that some of their patients with chronic
pain had not received a thorough diagnostic workup.

I’m inheriting a lot of patients that are on high levels of oxycodone or on a
methadone program so I have to sort out why they’re taking it and it’s often very
unclear and we don’t have a formal screening process here so I basically wing it…
probably less than 50% of them are actually worked up for like real physical issues
that might be related to the pain.

Ancillary staff—Physicians expressed concern that they had insufficient qualified staff to
implement pain management, e.g., absence of support staff who were trained and skilled in
setting limits with patients with chronic pain, including those who exhibited aberrant
behaviors.

So when I say difficult I mean not just the issues of addiction and pain and all of
those things but also time and effort making the staff deal with these patients and
also [the staff’s] dissatisfaction.

Time—Participants were concerned about the time involved in providing pain management.

Time. They take up an inordinate amount of time…Trying to address what the pain
is and the causes for it takes up an inordinate amount of time…Let me show you
the paperwork on one, all of the paper work that had to go into this, the consult and
everything.

Some providers noted that they restricted the number of pain patients whom they treat.

That is why you have to limit the number, you can’t carry a lot of them because
there’s so much paperwork.
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Insurance coverage—Some physicians expressed concerns about the logistics of
insurance coverage for pain management services and the difficulty in characterizing
patients’ pain status because of restrictions from insurance companies.

We sent [a patient] to one but he could only go one time so the specialist wanted to
start him on methadone, but we couldn’t send him back there, every time we had to
get permission [from his insurance company], every time.

DISCUSSION
In this study, practicing physicians identified a set of physician, patient, and logistical
factors that intersect to either facilitate or impede the opioid treatment of patients with
chronic pain. Several central themes exemplify the complexity of the care of this medical
condition.

Physician Factors
Although patients with chronic pain receiving opioid therapy comprised approximately one-
third of the study physicians’ patient populations, several respondents reported a lack of
interest in providing pain treatment, particularly in the context of suspected or documented
addiction. The lack of physician interest in pain management was linked to a negative
characterization of patients with chronic pain and clinical management difficulties
associated with their treatment. This supports previous findings regarding physicians’
attitudes on treating patients with chronic pain.12,21,30,41 Lack of physician interest in
treating chronic pain is important to address because it may contribute to the undertreatment
of chronic pain19 and physician dissatisfaction. This paucity of interest appears, in part, to
result from feeling unprepared to treat chronic pain and supports previous research on
physicians’ reports regarding their perceived inadequate training in pain management.22,28

Improved training in pain management (including in the context of suspected or confirmed
addiction) may address this issue. Enhanced physician training in treating chronic pain is
associated with higher levels of comfort in treating these patients.27

Due to concerns regarding the quality of pain treatment and prescribing practices in the U.S.,
the federal government is now considering mandating education in this area.40 Proposed
content areas include education about the use of methadone in pain management and
addiction treatment, including the pharmacological properties of methadone that make it
different from other opioids, and promoting the use of the physician clinical support system
for methadone (pcssmentor.org) to offer providers information about recommended dosing
guidelines and to address provider questions. Potentially important components of this
education for office-based physicians include: (1) an overview of the 2001 Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) guidelines concerning
the regular assessment of pain, and policies and procedures that support the appropriate use
of pain medications; (2) a review of the range of treatment options for addressing chronic
pain such as non-opioid (e.g., acetaminophen, non-steroidal anti-inflammatory medications)
as well as opioid medications, and non-pharmacologic analgesic interventions (e.g.,
cognitive-behavioral therapy, physical therapy). Even when opioid medications are used in
the office-based treatment of chronic pain, they should constitute a component of a
multidisciplinary approach;25 (3) medical decision-making algorithms for selecting specific
treatments to address chronic pain (e.g., see 25); (4) U.S. state regulations for managing
chronic pain that emphasize the need for providers to balance pain relief with opioid
medication abuse. Some states have adopted guidelines established by the Federation of
State Medical Boards (http:www.fsmb.org), which emphasize (a) documenting patient
evaluation and treatment plans, (b) reviewing treatment risk-benefit assessment with
patients, (c) performing a periodic review, and (d) seeking consultation when appropriate.
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Implicit in these guidelines is the recognition that the procedures should be followed for all
patients irrespective of whether non-medical use of prescription opioid medications is
judged likely; (5) setting appropriate boundaries with patients regarding the expectations for
treatment; (6) use of opioid agreements and urine toxicology testing in opioid treatments for
chronic pain. Studies to date suggest that opioid agreements and urine toxicology testing in
office-based opioid treatment for chronic pain have not been widely adopted in the U.S.;3,7
and (7) importance of pain-related functioning as a treatment outcome and not solely
attending to pain intensity.

Physicians estimated that 24% of their patients with chronic pain on opioid therapy were
addicted to or currently abusing opioids. Physicians reported a variety of aberrant drug
behaviors among their patients with chronic pain receiving opioid therapy. Debate exists
concerning the prevalence of opioid addiction and aberrant drug behaviors in patients with
chronic pain receiving opioids. Recent studies on long-term opioid therapy in primary care
settings reported variable prevalence estimates of opioid use disorders: 2.8%, 3.8%, and
32%5,9,13 and a recent meta-analysis reported that the rate of aberrant medication behaviors
in 5 studies ranged from 5% to 34%.26 While respondents in the current study attributed
aberrant behaviors to suspected addiction or criminal intent, none discussed alternative
explanations for these patient behaviors, such as pseudoaddiction (i.e., inadequate pain relief
due to under-dosing of opioid analgesics that results in behaviors that mimic addiction) or
untreated psychiatric conditions.29,43 Helping providers to (a) recognize pseudoaddiction,
(b) distinguish between physical dependence, (i.e., expected neurobiological adaptation to
the presence of a drug that results in a drug specific withdrawal profile following abrupt
cessation of the drug) and addiction, which involves uncontrolled use of opioids (with or
without physical dependence), (c) adopt the joint American Society of Addiction Medicine,
the American Pain Society, and the American Academy of Pain Medicine 2001 joint
guidelines regarding the definition of addiction to prescription opioids, in the context of pain
management,35 (d) specify pain patients’ underlying motivation for suspected non-medical
use of prescription opioids (e.g., pain relief, euphoria, relief of psychiatric symptoms),36
and (e) familiarize themselves with a patient-centered paradigm that clearly addresses the
risks and benefits of prescription opioids or any other suggested pain treatment may benefit
physicians in their treatment of chronic pain patients.6 Incorporating these interventions into
medical and graduate medical education may improve providers’ knowledge, skill set, and
comfort levels in treating patients with chronic pain.

Some physicians reported success in treating patients with chronic pain. Ingredients of
reported success typically involved good physician-patient communication and a focus on
function instead of pain severity. Conversely, many of the management difficulties reported
by physicians involved setting boundaries. Although some physicians seemed reluctant to
use agreements, those who did use them reported benefits in setting boundaries and
expectations. These findings support those previously reported on the importance of open
provider-patient communication in the treatment of chronic pain and the importance of
agreements.8

Patient Factors
Some physicians reported that a subset of their patients with chronic pain believed that
primary care providers had not adequately listened to their pain reports or that their
providers feared they would become addicted. These findings support previous research
indicating that patients with chronic pain sometimes express fears about the perceived
addiction risk associated with opioid therapy and experience physicians as being dismissive
of their pain reports,2,4 and highlights the importance of open patient-provider
communication.39 Some physicians reported satisfaction and improved self-efficacy
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following open communication with their patients with pain and the setting of boundaries,
which typically involved the utilization of an agreement.

Logistical Factors
Respondents’ concerns about the lack of adequately-trained support staff, time involved in
treating pain patients and completing associated activities (e.g., referrals, paperwork), and
insurance coverage have been noted previously as barriers to effective pain management.
17,33 The dearth of appropriate referrals for patients with co-occurring chronic pain and
addiction was a major barrier to treatment.

Our study has several potential limitations. The qualitative design and analytic strategy were
not intended to provide quantitative data on frequency of responses, or to determine whether
attitudes towards barriers and facilitators of pain management differed by provider type,
thereby limiting our ability to draw conclusions about the relative importance of the themes
to different types of providers. Physicians’ perceptions of patients’ barriers and facilitators
may not match actual patient perceptions; consequently, further research is needed to
determine the extent to which physicians’ perceptions accurately reflect those of their
patients. We recruited physicians practicing in New England; therefore our findings may not
be representative of all office-based physicians in the U.S. Although in comparison to
quantitative studies, the number of participants recruited for the current study was relatively
small, in comparison with other qualitative studies, the sample size was relatively large. In
contrast to quantitative studies where sample size contributes, in part, to the generalizability
of study findings, in qualitative studies using a Grounded Theory approach, the sample size
is not a determining factor; instead, the focus is on recruiting selected participants until
thematic saturation is reached, as was done in the current study. Study strengths include the
use of a multidisciplinary team and the use of standard qualitative methods garnering candid
statements.

Overall, our findings provide a rich depiction of the barriers and facilitators pertaining to
office-based chronic pain treatment that may have important implications for program
development and physician training. For example, increased training around pain
management principles of assessment and treatment, including familiarizing providers with
evolving guidelines regarding appropriate opioid therapy implementation (see e.g., 6,15,37)
might noticeably increase office-based physicians’ comfort and satisfaction treating chronic
pain, including those with suspected or documented addiction.

Perspective

This article demonstrates that perceived barriers to treating patients with chronic non-
cancer pain are common among office-based physicians. Addressing these barriers in
physician training and in existing office-based programs might benefit both non-cancer
pain patients and their medical providers.
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Table 1

Participant and Substance-Related Patient Characteristics*

Participant Characteristics

 Women, % 55

 White, % 80

Years Since Medical School Graduation, mean (SD)† 14 (10)

Clinical Specialization

 Internal medicine, % 50

 Infectious disease, % 20

 Addiction medicine, % 15

 Psychiatry, % 10

 Family medicine, % 5

Location of Practice

 Small to medium city, % 80

 Suburban area, % 20

 Type of Practice

 Clinic affiliated with teaching hospital, % 55

 Individual practice, % 25

 Hospital clinic, % 5

 Staff model HMO, % 5

 Single specialty group, % 5

 Community clinic, % 5

Participants’ Work Activities during Average Month

 Patient treatment, % 70

 Administration, % 13

 Research, % 12

 Other activities, % 5

Drug Enforcement Administration Registration to Provide Buprenorphine 25

Substance-Related Patient Characteristics

Patients on prescription opioids (PO) for chronic pain (CP), % 32

 % of patients on PO for CP with history of opioid addiction 38

 % of patients on PO for CP currently abusing or addicted to opioids 24

*
Based on the reports of 20 physician participants.

†
SD, Standard Deviation
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Table 2

Barriers and Facilitators to Implementing Office-based Pain Management

Themes Subthemes Examples

Physician
factors

Pain assessment
Expertise in pain management
Expertise in POA*
Co-existing disorders
Interest in pain management
Aberrant behaviors
Prescribing opioid analgesics
Opioid agreements†

Continuity of care†

Absence of physiological measures of pain intensity
Absence of formal training in pain management
Difficulty broaching topic of medication abuse
Difficulty managing co-occurring psychiatric conditions
Absence of interest in treating pain patients
Patients’ exclusive focus on opioid analgesics
Reluctance to “over-prescribe” opioids for pain relief
Specifying expectations about patient behaviors
Enhanced patient compliance

Physicians’
perceptions
of patient
factors

Physicians’ response
Attitudes to prescription opioids
Cost
Motivation

Physicians not listening to patients’ pain reports
Concern about addiction potential
Concern about covering pain management costs
Patient diversion of prescription opioid medication

Logistical
and
systemic
factors

Pain management referrals
Addiction referrals
Diagnostic workup
Ancillary staff
Time
Insurance coverage

Lack of appropriate pain management referrals
Low patient compliance with referrals
Absence of sufficient diagnostic data
Lack of confidence in ancillary staff’s skills
Time spent completing paperwork
Concern about pain management reimbursement

*
POA = Pain and opioid addiction.

†
Facilitators.
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