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Care for Patients with Chronic Nonmalignant Pain
with and without Chronic Opioid Prescriptions: A
Report from the Cincinnati Area Research Group
(CARinG) Network
Nancy C. Elder, MD, MSPH, Todd Simmons, BS, Saundra Regan, PhD,
and Erica Gerrety, BS

Background: The use of chronic opioids for patients with chronic nonmalignant pain (CNMP) is a com-
mon problem for family physicians, yet little is known about the management of CNMP in family medi-
cine offices.

Methods: Twenty one physicians at 8 practices of the Cincinnati Area Research Group (CARinG) net-
work completed 25 to 30 modified Primary Care Network Survey 2 surveys. Each survey contained the
question, “To your knowledge, does this patient have chronic (>3 months) pain, even if they are not being
seen for pain today?” Chart reviews of all patients identified as having chronic pain were performed to exam-
ine assessment, management, and monitoring of chronic opioids. Ten of these physicians and 10 office
nurses or medical assistants were interviewed about caring for patients with chronic pain.

Results: Primary Care Network Survey 2 questionnaires were completed for 533 patients, 138 (26%)
of which had CNMP, and 65 (47%) of those were taking chronic opioids; 25% of patients taking chronic
opioids had a urine drug screen and 22% had an opioid contract in the chart. Patients with CNMP who
were taking chronic opioids were more likely to be younger (54 vs 59 years; P � .003), have a coexist-
ing mental health diagnosis (69% vs 44%; P � .005), and have assessments for pain (P � .031), func-
tion (P � .003), and psychological distress (P < .001) and a second opinion (P � .001) in the chart
than did patients with CNMP who were not taking opioids. Physicians described suspicion of patients as
a primary difficulty in prescribing or considering chronic opioids; they also expressed interest in prac-
ticing evidence-based CNMP care, but there was little teamwork between physicians and medical assis-
tants caring for patients with CNMP who were taking chronic opioids.

Conclusions: Chronic opioids are frequently prescribed to patients with CNMP. Although patients
taking opioids have better documentation of pain assessments and management, care for all patients
with CNMP fell short of evidence-based guidelines and was primarily performed by the physician alone.
(J Am Board Fam Med 2012;25:652–660.)
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Chronic nonmalignant pain (CNMP) is pain
caused by injury or disease that persists longer

than 3 to 6 months or longer than expected.1 In
its report “Relieving Pain in America,” the Insti-
tute of Medicine notes that, “Chronic pain has a
distinct pathology, causing changes throughout
the nervous system that often worsen over time.
It has significant psychological and cognitive cor-
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relates and can constitute a serious, separate dis-
ease entity.”2 CNMP is particularly common in
primary care settings, with prevalence estimated
anywhere from 5% to 50%, depending on the
source.2–7 In alignment with the patient centered
medical home (PCMH) and Chronic Care
Model,8 many experts and clinicians agree that
CNMP requires a multimodal, interdisciplinary ap-
proach to achieve maximum benefit for patients.2,9

CNMP, however, differs from many other chronic
diseases cared for by primary care providers (PCPs)
because of the availability of chronic opioids as a
treatment option. PCPs must consider addiction,
drug diversion, overdose, and legal and regulatory
factors in their patient assessment and treatment
decision making.10,11 For many providers, deci-
sions about the use and management of chronic
opioids remain one of the most difficult aspects of
caring for patients with CNMP.12

Use of opioids to treat CNMP is complicated
because there is limited evidence for their long-
term effectiveness in reducing pain or increasing
quality of life in patients with chronic pain,1 while
increasing reports of overdoses and deaths13 have
led to controversies about opioids’ usefulness and
safety.1,14–16 Despite this, opioids have become an
increasingly common way to treat CNMP. From
1997 to 2006 there was a 327% increase in thera-
peutic opioid use.1

Several recent studies have confirmed that pri-
mary care physicians feel unprepared and uncom-
fortable managing CNMP,4,9,17–20 especially
with regard to the management of chronic opi-
oids.11,15,20,21 There are fewer data describing
PCPs’ actual prescription of opioids for CNMP.3

There are no studies comparing primary care
management of patients with CNMP who are
prescribed opioids with those who are not pre-
scribed opioids. In fact, some studies define CNMP
by the provision of opioids17,22,23 or compare those
taking opioids not to other patients with CNMP,
but to patients with no chronic pain.23 Still other
studies looked only at specific populations, such as
the homeless or substance abusers.24–26 We sought
to better understand the primary care management
of patients with CNMP, especially the differences
between those prescribed opioids and those not
prescribed opioids, via chart reviews and in-depth
interviews with family medicine physicians and of-
fice medical assistants. By better understanding this
important distinction in the management of pa-

tients with CNMP, practice-based interventions
and quality improvement initiatives can be devel-
oped to assist providers with improving their care
of patients with CNMP.

Methods
The Cincinnati Area Research Group (CARinG)
Network is a regional network of family medicine phy-
sicians and nurse practitioners in the greater Cincinnati,
Ohio, area. Founded in 2009, the CARinG Network
includes 2 family medicine residencies as well as phy-
sicians in independent practices and practices belong-
ing to 2 large health networks. At the time of the
study, there were 10 member practices. This study
received approval from the University of Cincinnati
Institutional Review Board.

Participants
All 30 physician and nurse practitioner members of
the CARinG Network were contacted by E-mail
and phone to assess interest in participating in a
practice-based survey study of chronic pain assess-
ment and management. Twenty-one physicians at
8 practices agreed to participate; resident physi-
cians were not included. Interviews then were per-
formed with a subset of 1 or 2 physicians at each
office and separately with a nurse or medical assis-
tant (MA) who worked regularly with that physi-
cian. At the 6 offices with more than 1 physician,
participants were purposefully chosen to include a
range of demographic variables that might impact
patient care, including sex, years of experience, and
race.27,28 At 2 of the larger practices (�4 physi-
cians), 2 physicians and MAs at each practice were
asked to participate.

Data Collection/Measures
Each of the 21 physicians completed a modified
Primary Care Network Survey 2 (PRINS-2)29 for
each patient they saw until they completed 25 to 30
surveys each. Physicians were allowed to choose
on which half days to complete the surveys. The
PRINS-2 survey is a 1-page instrument with 19
items designed to characterize the clinician-patient
encounter (patient demographics, clinical relation-
ships, sources of payment, and the visit itself).29 We
modified the PRINS-2 by removing 6 questions (2
about payment, 4 about the visit) and adding 2
questions for this study: “To your knowledge, does
this patient have chronic (�3 months) pain, even if
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they are not being seen for pain today?” and “To your
knowledge, does this patient have a mental health
diagnosis (depression, anxiety, bipolar, etc.)?” If the
physician marked “yes,” to the chronic pain query, he
or she then added the patient’s name and date of birth
to the survey. All other surveys had no patient iden-
tifiers.

Chart reviews were performed for each patient
identified as having chronic pain. Because of logis-
tic constraints, we only reviewed current charts.
For example, if a patient had more than one paper
chart, only the current chart was reviewed. In prac-
tices with electronic medical records (EMRs), only
the EMR charts were reviewed, not an original
paper chart (if one existed). EMRs had been in
place at all study practices 2 years or longer. The
chart review assessed details about the type of
chronic pain(s), assessments of pain, disability and
psychological distress, and management, including
medications and nonpharmacological modalities.
For patients taking opioids, further data were col-
lected about patient contracts, urine drug screens,
and state prescribing reports.

Interviews were semistructured and included a
general opening question asking each participant to
describe caring for a recent patient with chronic
pain. Physicians were then asked general questions
about caring for patients with CNMP and then to
give specifics about various components of assess-
ment, management, and office teamwork regarding
CNMP care; they also were asked about prescrib-
ing opioids for chronic pain. MAs also were asked
general questions about caring for patients with
CNMP and then more specific questions about
their role in assessment, management, and office
teamwork.

Data Analysis
PRINS-2 and chart review data were entered into a
database and statistical analyses were performed
with SPSS version 19 (IBM/SPSS, Inc., Chicago,
IL). For this study, we compared patient character-
istics and pain management between those with
CNMP who were and were not prescribed chronic
opioids using t tests and �2 analyses. We also de-
scribed and assessed the presence of chronic opioid
management as recommended by evidence-based
practice guidelines and Ohio state law.30–33

Interviews were transcribed and entered into
NVivo 8 qualitative software (QSR International,
Pty LTD., Australia) for analysis. Each transcript

was read by at least 2 team members, with 10% of
the interviews read by 3 team members (NCE, TS,
EG). Group discussions focused on key categories
that were found within the data themselves (the
editing method)34,35 and then each interview was
coded by one of 2 team members (NCE or EG),
with 10% of the interviews coded by both analysts.
The comments and codes relating to the use of
chronic opioids were then reviewed in light of the
quantitative findings, and a framework for under-
standing chronic opioids for the management of
chronic pain in the CARinG Network was devel-
oped.

Results
Twenty-one family physicians in 8 practices com-
pleted the PRINS-2 for 533 patient visits. Ten of
these physicians and 10 staff (8 MAs, 1 licensed
practical nurse, and 1 registered nurse) were inter-
viewed. Demographic details about the participants
and their offices are found in Tables 1 and 2.

Of the 533 patient visits recorded by the physi-
cians on the modified PRINS-2, all were unique
patients. The physicians identified 138 patients
(26%) as having chronic pain. However, chart re-
views could only be performed on 137 patients
because 1 paper chart was missing during the re-
view period. Of those 137 patients, 65 (47%) were
currently taking chronic opioids. There were 16
charts that had a documented urine drug screen
and 14 with a narcotic use contract (25% and 22%,
respectively, of those patients taking chronic opi-
oids). No charts documented that a state prescrib-
ing report had been obtained.

Comparisons of Patients Taking Chronic Opioids
with Those Not Taking Opioids
Patients prescribed chronic opioids for their pain
were significantly younger than those not taking
opioids (P � .003; Table 3). No differences existed
between groups with regard to race and sex. Mus-
culoskeletal pain (eg, knee pain, back pain) was the
most common type in both groups, with osteoarthri-
tis second in the nonopioid group and third in the
opioid group. Although it is likely that a component
of the musculoskeletal pains were caused by osteoar-
thritis, unless this was explicitly stated (“knee pain
secondary to osteoarthritis”), if both osteoarthritis
and musculoskeletal pains were documented within
a chart, we counted them as 2 types of pain.
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Chronic headaches were the third most common
type of pain in the nonopioid group and second
in the opioid group. More patients taking opioids
had �3 types of chronic pain documented in the
chart than did those not taking opioids (P � .04);
the patients taking opioids were significantly more
likely to have a mental health diagnosis (P � .005)
as determined by the reporting physician (Table 3).

Assessment and Management of Patients Taking
Chronic Opioids with Those Not Taking Opioids
Patients taking opioids had significantly better
chart documentation of their pain severity, func-
tional disability, and psychological distress than
did those not taking opioids (Table 4); however,
documentation rates in general were low, with
only 68% of all patients with CNMP having at

least one documentation of pain severity, 41% of
functional disability, and 32% of psychological or
emotional distress from the pain. Those taking
opioids were more likely to have been referred to
a specialist (both pain and other specialists) than
those not taking chronic opioids. However, sim-
ilar numbers in both groups had reportedly used
physical modalities such as physical therapy. Pa-
tients with CNMP generally used multiple med-
ications for their pain, including both analgesics
and adjunct medications such as muscle relaxers,
antiepileptics, and sleeping aids. Those taking
chronic opioids were more likely to use �5 drugs
for pain management (40% vs 7%; P � .001) and
were much less likely to be using a single drug
(3% vs 24%; P � .001) than were those not
taking opioids.

Table 1. Participating Practices in the Cincinnati Area Research Group (CARinG) Network

Site
Participating Physicians

in Practice (n � 21)
Total Physicians in
Practice (n � 30)

Electronic
Medical Record

Geographic
Location Type of Practice

PRINS-2 Surveys
Completed (N � 533)

1 4 7 Yes Suburban University affiliated 98
2 4 5 Yes Rural Residency 104
3 2 2 Yes Suburban University affiliated 46
4 2 3 Yes Urban Local hospital

affiliated
40

5 1 1 No Suburban Local hospital
affiliated

28

6 3 5 Yes Suburban Residency 78
7 4 6 No Urban Federally qualified

health center
110

8 1 1 No Suburban Independent 29

PRINS-2, Primary Care Network Survey 2.

Table 2. Demographics of Participating Family Physicians and Medical Assistants

Demographics
Physicians Completing PRINS-2

(N � 21)
Physicians Interviewed*

(N � 10)
Medical Assistants/Nurses†

Interviewed (N � 10)

Mean age (years) 46 44 37
Sex

Female 38 30 100
Male 62 70 0

Race
White 80 70 70
African
American

5 10 30

Asian
American

15 20 0

Values provided as percentages unless otherwise indicated.
*Subset of 21 completing survey.
†There were 8 medical assistants, 1 registered nurse and 1 licensed practical nurse.
PRINS-2, Primary Care Network Survey 2.
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Physician and MA Interviews
Difficulty with Prescribing Chronic Opioids for CNMP
Physicians described skepticism and suspicion of
patients’ motives as a primary difficulty with pre-
scribing or considering chronic opioids when car-
ing for patients with chronic pain. Eight of the 10
physicians mentioned some variation of this con-
cern.

“I think there is a distrust, or a suspicion, because it
is so easy for the patients to put on a show, so you don’t
really know if the pain is true or false.”

“I guarantee you are going to run into the diverters,
the people who are selling the stuff on the street.”

“There is a subset of patients who are in chronic
pain but are also chronic abusers or users of the system
as far as narcotics, going from one physician to an-
other.… It’s definitely a group that will make you
turn off from even prescribing medications or wanting
to help patients.”

However, several of the physicians were acutely
aware of these feelings toward patients with chronic
pain who were taking opioids and actively sought to
separate themselves from these thoughts as they
dealt with patients.

“I really try to look at this as a fresh new patient.
They have their own set of circumstances and trying to
start fresh rather than, ‘this is another drug-seeking
patient that I have to deal with and another chronic pain
patient.’ So trying to go into every [visit] with an open
mind and trying to give them the benefit of the doubt,
because a lot of times we don’t do that, we are just
suspicious right off the bat.”

Physicians rarely mentioned managing opioid
side effects or dosing titration as significant
problems. One physician described how he works
with his patients to balance their need for opioids
with their level of functioning: “I have to walk a
fine line with him in terms of encouraging him to

Table 3. Comparison of Patients with Chronic Nonmalignant Pain by Chronic Opioid Use

Patient Factor Chronic Opioids (N � 65) No Chronic Opioids (N � 72) P

Mean age of patient (years) 54.2 58.7 .003
Mean length of index office visit (min) 17.9 minutes 19.1 minute .021
Patient sex (female) 55 57 NS
Patient race NS

White 76 80
African American 24 20

Patients with a mental health diagnosis 69 44 .005
Patients with �3 types of pain 26 13 .04

Values provided as percentages unless otherwise indicated.
NS, not significant.

Table 4. Assessment and Management of Patients Taking and Not Taking Opioids

Chronic Opioids (N � 65) No Chronic Opioids (N � 72) P

Level/amount of pain severity 77 60 .031
Level/amount of functional disability due to pain 54 29 .003
Level/amount of psychological distress

(depression, anxiety, insomnia, etc) due to pain
48 18 �.001

Presence of a second opinion from a specialist
(other than a pain specialist) to help diagnose
etiology of the pain or assist with diagnosis or
management

66 38 .001

Presence of a second opinion from a pain
specialist to help diagnose etiology of the pain
or assist with management

34 10 .001

Presence of current and/or past use of physical
modalities, such as physical therapy

40 39 NS

Values provided as percentages of patient charts with documentation of specific assessment or management noted at least once.
NS, not significant.
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keep that level of function but be better at lis-
tening to his body. I keep a pretty tight rein on
his escalations.”

Office Teamwork When Managing Patients Taking
Chronic Opioids
There was little teamwork in these practices be-
tween physicians and MAs when caring for patients
with CNMP who are taking chronic opioids. Sev-
eral MAs noted that patients tell them things they
will not tell the physician.

“When I’m in the room they’ll tell me about street
drugs and things like that, but when the doctor walks in,
I know they are not going to tell him that, because they
think ‘he won’t give me a prescription then.’”

“Patients are more relaxed with me. Plus, I’ve
known these people, a lot of them, for 10 years, so they
will tell me all kinds of stuff.”

Although most MAs tried to communicate this
information to the physician, either in a note or
informally before the visit, this did not always hap-
pen; as one MA acknowledged, “I will try to tell the
doctor, but sometimes it does go unnoticed, be-
cause coming out of the door and making sure
everything is charted and making sure everything is
ready for the doctor, there just isn’t time.” None of
the physician or MA participants reported a physi-
cian ever asking for an MA’s opinion about a pa-
tient. There were few structured opportunities for
face-to-face communications about patients taking
chronic opioids; one practice had regular “huddles”
before visits, during which such concerns would be
raised, but most communication was informal or
via patient notes or EMR flags and memos.

MA duties in caring for patients with CNMP on
opioids generally related to taking a brief history, as
noted above and performing “medication reconcil-
iation.” This process varied from simply asking
patients if there were changes to a structured dis-
cussion of each prescribed medication. MAs also
dealt with phone requests for refills of opioids from
patients and pharmacies. Several MAs found that
“one of the most difficult things is the phone
calls….Patients with chronic pain will call signifi-
cantly more and it’s a handful.”

Methods for Improving Care of Patients with CNMP Who
Are Taking Opioids
Physicians suggested changes in care related to
both monitoring of opioid use and enhancing pa-
tient care, most of which were similar to those

found in national guidelines.32,33,36,37 These in-
cluded performing urine drug screening (7 of 10 phy-
sician participants), instituting narcotic use contracts
(5 of 10), setting strict opioid refill policies (6 of 10),
and using state prescription reports to search for ad-
ditional opioid use by patients (2 of 10). In addition,
they described the importance of frequent, regular
patient visits, patient education and self-management,
and using both pain and subspecialty consultants. As
one physician noted, “I would hope that 99.9% of
my patients that are on long-term narcotics, that if
you look in their chart, you would find a letter
[from a consultant] saying that this is the treatment
plan and you can do it.” However, most physicians
acknowledged that they were lax in meeting these
goals: “We’ll do a urine drug screen once a year.
Are we doing that? Probably not. We’re trying.” In
addition to simply forgetting, these activities were
sometimes “low on the priority scale” for physi-
cians dealing with patients with complex medical
problems. Communication with patients around
activities such as drug screens and narcotic con-
tracts also was intimidating to some physicians.
Many dealt with that issue by assuming a “universal
precaution” stance where patients are told, “this is
just our policy and what we do. And it’s not just our
policy, but the medical board recommends that it
be done.” One physician noted that, “I think when
I initially start talking to them about contracts I was
nervous about how people were going to respond,
but it’s kind of an interesting thing how people are,
whether they’re compliant or not, at least they
pretend to be.”

Discussion
Family physicians and other PCPs often find them-
selves in an uncertain situation when considering
chronic opioids for patients with CNMP. The liter-
ature notes that “pain often goes undetected in the
primary care encounter, and when acknowledged, is
often undertreated.”4 At the same time, the literature
also states that “increased opioid prescribing has par-
alleled increases in opioid misuse including overdoses,
diversion, and addiction.”16 Combined with new pro-
posed and enacted laws regulating prescription of
chronic opioids,30 PCPs are conflicted about pre-
scribing opioids for chronic pain.15 Physicians in the
CARinG Network expressed this internal conflict,
being suspicious of patients’ motives while still want-
ing to alleviate pain. Although many expressed a
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desire to follow accepted pain care guidelines, there
was a disconnect between what these physicians
believe is the best way to manage CNMP and the
actual chart findings for patients with CNMP. Of-
fice teamwork and system-based care, as described
in PCMH models,38 were rarely mentioned as
methods to improve chronic pain care.

Patients with CNMP who are prescribed chronic
opioids for their pain are in many ways different than
patients with CNMP who do not receive opioids. In
this study, they were younger, had more mental ill-
ness, had more types of pain, and used a greater
number of medications for their pain. However, some
studies in primary care settings have used the provi-
sion of opioids to define patients with CNMP.17,23

Other studies, including surveys of providers, lump
all patients with CNMP together when asking
about attitudes and behaviors.19,20 To better use
the medical literature to guide future interventions
in pain care, more research is needed to determine
if the differences we found exist in other primary
care practices and networks.

Family physicians in this study not only con-
firmed the well-documented discomfort with pre-
scribing opioids for patients with CNMP,19,20 they
also described how it impacts them in a busy prac-
tice. Schiavenato and Craig39 posit that the assess-
ment of pain in the clinical encounter is a social
transaction with 5 steps: The patient’s experience
of pain is expressed by the patient, then assessed
and judged by the physician, who then offers an
intervention. All this occurs within a background of
trust and scrutiny. Nicolaidis40 described 3 ap-
proaches that physicians take when considering
opioids for chronic pain: (1) law enforcement (Is
the pain real? Is the patient an addict or diverter?);
(2) bargaining (How little opioid can I prescribe? Is
the patient keeping his end of the agreement?); and
(3) patient-centered benefit-to-harm ratio (Do the
benefits of opioids outweigh their risks?). The phy-
sicians in this study described these social transac-
tions and their difficulty in making decisions about
opioids. Although many of the physicians described
“law enforcement” and “bargaining” approaches
(eg, “You don’t really know if the pain is true or
false” and “I educate them about what is expected”),
several described how they sought to be patient
centered with each patient with CNMP. Physicians
described multiple approaches even with one pa-
tient. For example, the patient-centered physician
who helped to educate his patient about “listening

to his body” also “kept a pretty tight rein” over the
patient’s opioid dose, such that the patient had to
“make a case” and bargain for a different dose.

Despite verbalizing a goal to incorporate many
patient care and monitoring tools from guidelines
and state laws, such as urine drug screening, nar-
cotic use contracts, and state prescription reports,
these were rarely documented in the patient charts.
Patients taking chronic opioids were more likely to
have pain, function, and psychological assessments
in the chart and to have second opinions, but these
were far from universal. The literature confirms
that knowledge of guidelines alone does not change
chronic pain practice.19,41 Rather, as these partici-
pants acknowledged, forgetfulness, lack of time,
and competing demands—common issues long
known in primary care—remain important barri-
ers.19,42 However, in addition to finding better sys-
tems for implementing these tools in practice, some
common guideline recommendations, such as urine
drug screens, are being questioned, leading physi-
cians to struggle with a changing knowledge base of
how best to monitor patients taking chronic opi-
oids.14,15,43

Within the CARinG Network practices, chronic
pain also was generally managed by the physician
alone; MAs were delegated to monitoring refill
requests and taking vital signs. In all but one prac-
tice, there was no structured time to discuss daily
patient concerns. Even though several MAs noted
that patients tell them things they might not tell the
doctor, MAs did not always share this with physi-
cians, and physicians rarely asked for the MAs’
insights or opinions. Studies of successful chronic
pain care programs in primary care often include a
“team” approach.44 Although many of these team
components are not readily available within most
primary care practices (eg, behavioral counselors,
social workers, physical therapists), a starting place
would be to partner with MAs and work together to
achieve practice goals for CNMP care.45,46 Team-
work between PCPs and office support staff like
MAs has been shown to improve the quality of
patient care and advance the PCMH model.45,47

There are limitations to this study. The CARinG
Network is a relatively small PBRN located in
one geographical region, and the practices are
not necessarily representative of all practices in
this region or in the country. Patients were de-
fined as having chronic pain by their physician,
and though all patients identified as such did have
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chronic pain documented in their chart, there is
the possibility that other patients with CNMP
were not flagged and were missed in the chart
review. The chart review did not look at old
charts or previous paper charts for those patients
in practices with EMRs. However, all charts went
back at least 2 years. This study also collected
data only about processes of care, not outcomes.
However, as previously noted, there is an evi-
dence base that supports improved outcomes
with many of these processes.32,33,37

Conclusions
Caring for patients with CNMP is a growing part
of primary care, and whether to use chronic opi-
oids for the pain is an ongoing concern for
PCPs.2,11,19,20 We found that patients who were
prescribed opioids had more complex pain syn-
dromes, with more mental illness and more types of
pain than those not taking opioids. These patients
with CNMP who are taking chronic opioids also
had significantly more assessments documented for
pain, function, and psychological distress, a key
recommendation of evidence-based practice guide-
lines for all patients with CNMP.32,33 These find-
ings raise the importance of selection and descrip-
tion of patients with CNMP in primary care
research. The physicians at the practices all desired
higher-quality care for all their patients with
CNMP and expressed a goal to practice evidence-
based care for patients with chronic pain. As with
other complex chronic diseases, patient management
within the PCMH model, including teamwork, coor-
dination, and integration of care; clinical decision
support tools; patient self-management; and quality
improvement, are potential solutions to improve care
of patients with chronic pain. Further research will be
necessary to tell whether incorporating more compo-
nents of the PCMH will lead to improvement or
whether new approaches are the key.
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