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and Opioid-Related Awareness and Beliefs Among
Patients in Primary Care
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Background: Limited studies are available on patients’ perspectives regarding opioid-related aware-
ness, beliefs, and pain management in primary care settings in the US. Pain catastrophizing (PC) is a
cascade of negative thoughts and emotions in response to actual or anticipated pain. High PC is 1 of
the strongest predictors of negative pain outcomes.

Method: A cross-sectional survey was administered at Family Medicine clinics in the Pacific
Northwest, November 2018-January 2019. Logistic regression was used to model the adjusted odds of
participants’ awareness and beliefs on opioid epidemic issues, side effects/risks, and general beliefs by
opioid prescription expectations and PC.

Results: 108 participants completed the survey. Compared with participants with low PC, high PC partic-
ipants were 74% less likely to be aware of opioid epidemic issues (OR = 0.26, P= .005, 95% CI:0.10-0.67),
62% less likely to be aware of opioid side effects/risks (OR = 0.38 P= .040, 95% CI: 0.15-0.96) and had
2.4 times increased odds of holding more positive beliefs about opioids and/or stronger beliefs regarding
pain control, yet the latter did not reach statistical significance (OR = 2.40 P= .083, 95% CI: 0.89-6.47).

Conclusion: Significant gaps existed among our participants with high PC in their awareness of
opioid epidemic issues and side effects/risks compared with their low PC counterparts. They may also
carry positive beliefs regarding opioids and pain-control in general. In any pain care, it seems impor-
tant to identify patients with high pain catastrophizing. Doing so may facilitates exploration of their
beliefs and expectations regarding pain management and aids in tailoring individualized treatment and
prevent adverse side effects. ( J Am Board Fam Med 2023;36:267–276.)
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Introduction
As the US continues to cope with overdose deaths
due to heroin, synthetic opioids, and prescription
drugs,1 pain control for acute and chronic pain
remains challenging.2 There is strong evidence
recently that opioid therapy seems to be

associated with decreased or similar effectiveness
as NSAIDs for some acute conditions, and with
increased adverse events.3 There has already been a
significant decline in opioid prescribing over the past
several years, partially from increased opioid prescrib-
ing regulations and rules.4,5 While there has been a
dramatic decline in opioid prescribing in recent years
due to increased policies and regulations,6 patients’
perspectives regarding pain management have not
been sufficiently explored.7 Literature has examined
patients’ perspectives and experiences regarding acute
pain management in emergency departments and7,8

postoperative care,9–11 as well as patients’ perspec-
tives and experiences on cancer pain12 and chronic
pain.13,14 However, there are limited studies exam-
ining patients’ perspectives, general awareness,
and beliefs regarding opioids, their risks and side

This article was externally peer reviewed.
Submitted 12 September 2022; revised 5 December 2022;

11 December 2022; accepted 13 December 2022.
From the Department of Family Medicine, Oregon Health &

Science University, Portland, OR (EO, JAL, SRB); Department
of Primary Care and Medical Education, University of
Tsukuba, Japan (TM).

Funding: none.
Conflict of interest: none.
Corresponding author: Eriko Onishi, MD, MCR, Department

of Family Medicine, Oregon Health & Science University,
3181 SW Sam Jackson Park Road, Portland, OR 97239 (E-
mail: onishi@ohsu.edu).

doi: 10.3122/jabfm.2022.220311R2 High Pain Catastrophizing and Opioid-Related Awareness 267

 on 9 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.220311R

2 on 22 M
arch 2023. D

ow
nloaded from

 

mailto:onishi@ohsu.edu).
http://www.jabfm.org/


effects, and their use for pain management in
outpatient clinic settings in the US.15 This setting is
important to study as acute pain complaints are most
often encountered by primary care practices,16 and
primary care clinicians alone account for a third of
opioid prescriptions in the US.17–19

In our previously published study, we examined
patients’ expectations of receipt of an opioid prescrip-
tion for acute pain control and patient characteristics
associated with these expectations in an ambulatory
clinic setting.20 The majority of patients indicated
that they would expect an opioid prescription in at
least 1 of 4 dispositional ambulatory acute pain set-
ting scenarios. High pain catastrophizing was signifi-
cantly associated with higher opioid expectations.20

Pain catastrophizing is described as a cascade of
negative thoughts and emotions (helplessness, rumi-
nation, and magnification) in response to actual or
anticipated pain,21–23 occurring in up to 30% of
chronic pain patients.22,24,25 In chronic pain patients,
pain catastrophizing has been associated with opioid
misuse26 and opioid craving,27 as well as increased
pain intensity, especially in women.21 Furthermore,
it can be predictive of delayed opioid cessation after
surgery,28 acute postoperative pain, and chronic post-
surgical pain.29–33 Opioid use disorder and mental ill-
ness often co-occur,34 and opioid misuse26 and
mental illness25 are often associated with pain cata-
strophizing. Dependence, depression, and worsening
of underling mental illnesses are all known potential
opioid side effects.35,36

In 2000, the Joint Commission introduced stand-
ards for addressing pain, using systematic quantitative
assessments (eg, 11-point pain score).37 These stand-
ards led to an increase in opioid prescriptions in the
US,5,37 likely resulting in patients expecting pre-
scribed opioids for any type of pain.20 Outcomes of
acute pain involving musculoskeletal pain may be
influenced by patients’ expectation of treatment,
rather than the specific treatment itself.38,39 A
systematic review of studies of patients with
chronic pain revealed that health care clinicians’
awareness of patient expectations is important
and that for shared decision-making, physicians
should discuss these expectations with patients.40

Assessing and exploring patients’ pain treatment
expectations should be an essential part of any
pain management regimen.40,41

In this study, we explored how pain catastrophiz-
ing and opioid expectations in acute pain scenarios
are associated with an individual’s 1) awareness of

the opioid epidemic, 2) awareness of opioid side
effects and risks, and 3) general beliefs about
opioids and pain control. Considering the complex-
ity of pain catastrophizing and based on findings
from our prior study,20 we hypothesize below that
individuals with high pain catastrophizing, and
those who expect more opioids, are 1) less likely to
be aware of opioid epidemic issues, 2) less likely to
be aware of opioid side effects and risks, and 3)
more likely to hold positive beliefs regarding
opioids and/or stronger beliefs regarding pain
control. A better understanding of these relation-
ships could foster the individualized education
and management needed to reduce unnecessary
opioid exposure, toward the goals of reducing
opioid-abuse risks7,42 and improving pain care
experiences.

Methods
Study Design and Settings

This cross-sectional study utilized a 1-time survey
with a convenience sample of patients in clinic wait-
ing rooms at 2 family medicine clinics in Portland,
Oregon. After providing verbal consent, partici-
pants completed a 21-question written survey
(Online Appendix). Details of the recruitment
methods, inclusion criteria, and survey creation
process can be referenced in the published article.20

Briefly, English-speaking adult patients were recruited
in the study clinic waiting rooms during random visits
by the principal investigator. A survey was created by
the study team and piloted with 10 randomly recruited
individuals (not necessarily patients) who were in the
lobby of the health center where 1 of the study
clinics was located. The final version of the survey
was developed after verbal feedback was obtained
and reviewed by the study team. The study fol-
lowed the Strengthening the Reporting of
Observational Studies in Epidemiology (STROBE)
statement for cross-sectional studies.43 This research
was approved by the Institutional Review Board of
the participating institution.

Outcomes

Opioid epidemic awareness:
We asked about specific current opioid epidemic

issues reported in the media and on official web
sites.1,44–46 Participants checked off issues that they
were aware of, including increases in opioid addic-
tion, increases in opioid overdoses, increased opioid
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deaths, opioids being over-/underprescribed, and
the ease of obtaining opioids on the street. We then
created an Opioid Epidemic Awareness Score, com-
puted by tabulating each checked opioid epidemic
issue as 1 point, and each unchecked issue as zero
points. A total score of zero was possible if a patient
was unaware of any of the opioid epidemic issues
presented or if this section was left blank. Scores
consisted of a minimum of 0, maximum of 7, and a
median score calculated for the sample as 4. We
then created a binary variable with a score of 4 and
above as the “high” score (vs the “low” score), indi-
cating participants with a higher awareness of epi-
demic issues.

Opioid side-effect and risk awareness:
We asked about awareness of potential opioid

side effects and risks, with items adapted from a
previously published questionnaire on public
beliefs (yes, no, or not sure) regarding the risks of
marijuana: addiction, legal problems, increased
use of illicit drugs, impaired memory, personal or
relationship problems, decreased intelligence,
decreased energy, new or worsening health prob-
lems, increase in stress/anxiety/depression, dis-
rupted sleep, and other side effects.47 We then
created our Opioid Side-Effect and Risk
Awareness Score, with each side-effect/risk item
counted as 1 point if answered “yes” and zero
points if answered “no,” “not sure,” or if not
answered, summed for a final score. A total
score of 0 indicates a participant who was
unaware of any side effects/risks, or who did not
answer any of these questions. The scores have a
maximum of 11, minimum of zero, with a me-
dian sample score calculated as 6. We then cre-
ated a binary variable using a score of 6 and
above as the “high” score (vs the “low” score),
indicating participants with a greater awareness
of potential opioid side effects and risks.

Opioids and pain-control beliefs:
These statements were created based on the first

author (EO) and other collaborators’ (TM, RD)
clinical experiences of what patients may believe
about opioids and pain-control. Examples of these
statements include, “I am afraid to use opioids
because of their side effects,” “I believe opioid use
is safe when used for short-term pain (up to several
weeks).” Level of agreement with each statement
were rated on a 5-point Likert scale (“strongly dis-
agree,” “disagree,” “not sure,” “agree,” and
“strongly agree).” We then calculated an Opioid

and Pain-Control Belief Score using eleven state-
ments (Online Appendix Table 3). Statements ‘a’,
‘d’, and ‘e’ were reverse-scored, and ‘l’ was removed
from the analysis as it was considered to be neutral.
The Likert Scale was dichotomized into: “strongly
disagree/disagree/not sure” versus “agree/strongly
agree,” and each statement received either a 0 or
1 score, depending on the content. Under this
approach, higher scores indicate having more posi-
tive beliefs about opioids and/or stronger beliefs on
pain control. The score ranged from a maximum of
eleven and minimum of zero, with a median score
of 3. A score of 3 and above was set as the “high”
score (vs the “low” score) for a binary variable. We
reported opioid and pain-control beliefs descrip-
tively in the trichotomized categories: “agree/
strongly agree,” “strongly disagree/disagree” or
“not sure.” (Online Appendix Table 3)

Independent variables:
Independent variables included the pain cata-

strophizing score and opioid expectations in at least
3 of 4 acute pain scenarios.20

Pain catastrophizing:
The Pain Catastrophizing Scale, a validated

scale, consists of thirteen questions.22 To simplify
the survey and decrease participant burden, we used
a 2-item measure, as had been done in prior litera-
ture.48,49 Each item was measured using a Likert
scale from 1 (“Never feel this way”) to 5 (“Always
feel this way”), averaged by dividing by 2. We used
a cutoff of 3 and greater to identify “high pain
catastrophizing.”48,49

Opioid expectations in dispositional acute pain
situations:

We created dispositional acute pain situations
using 4 scenarios often seen in primary care and/or
dental care settings (also described in our previous
article20): 1) a sprained ankle, 2) a root canal proce-
dure, 3) a cast placement for a broken arm, and 4)
acute back pain. We asked participants at what level
they would expect to be prescribed opioids for acute
pain control in each scenario. A 5-point Likert scale
was used to describe the level of agreement, with
“strongly disagree,” “disagree,” “not sure,” “agree,”
and “strongly agree.” Expectations of opioid pre-
scriptions for each scenario were dichotomized into
“strongly disagree/disagree/not sure” versus “agree/
strongly agree.” We defined participants with
“high” opioid prescription expectations as those
who “agree/strongly agree” in at least 3 out of 4 sce-
narios (compared with “low” expectations).
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Covariates:
We included the following survey respondent

demographics: age, gender, and education level.
Given the small sample size, ethnicity and race
were not included in our analyses and categories
were collapsed for most variables.

Data Storage

Paper survey data were manually transferred and
stored using the Research Electronic Data Capture
(REDCap) electronic data capture tools50 hosted at
the institution involved. REDCap is a secure, web-
based software platform designed to support research
data collection and management system.50 The data
were then transferred to Stata/IC15.1 for analysis.

Data Analysis

We conducted descriptive statistics for all variables.
For each binary outcome, separate multiple logistic
regression models were used to estimate covariate-
adjusted odds ratios, by both pain catastrophizing
and high opioid expectations. Model diagnostics
were conducted to ensure that the regression model
met assumptions and had acceptable discrimination
and fit. All statistical tests were 2-sided and signifi-
cance was defined as a P value of <0.05. All statisti-
cal analyses were performed using StataCorp. 2017
(Stata Statistical Software: Release 15, College
Station, TX: StataCorp LLC).

Results
Study Sample Characteristics

A total of 108 surveys were completed between
November 2018 and January 2019, from both clin-
ics. Females accounted for 62% of participants and
nearly half (48%) of the participant samples were
aged 30 to 49. Most survey respondents were non-
Hispanic (91%) and/or White (75%) and most ei-
ther completed high school, or earned their
General Educational Development (40%), or com-
pleted a college degree (40%) (Table 1).

Opioid Epidemic Awareness (Online Appendix Table 1)

The top 3 epidemic issues of which participants
were aware were increase in opioid addiction (n =
80, 74.1%), increase in opioid overdoses (n = 75,
69.4%), and increase in opioid deaths (n = 72,
66.7%). Eighteen (16.7%) of the study partici-
pants were not aware of or did not check off any
issues related to the US opioid epidemic. High

pain catastrophizing participants were 74% less
likely to be aware of opioid epidemic issues,
compared with low pain-catastrophizing partici-
pants (OR 0.26, P = .005, 95% CI:0.10-0.67).
Participants who expected opioids in most dis-
positional scenarios were 67% less likely to be
aware of opioid epidemic issues, compared with
participants with low opioid prescription expec-
tation (OR 0.33 P = .027, 95% CI: 0.12-0.88)
(Table 2).

Opioid Side-Effect and Risk Awareness (Online

Appendix Table 2)

The 3 side effects/risks of which participants
were most aware were addiction (n = 64, 79.0%);
decreased energy (n = 57, 70.4%); and an

Table 1. Patient Demographics (n = 108)

n (%) Total*

Gender 108
Women 67 (62.04)
Men 40 (37.04)
Other 1 (0.93)

Age 108
18 to 29 11 (10.19)
30 to 39 28 (25.93)
40 to 49 24 (22.22)
50 to 59 17 (15.74)
60 to 69 19 (17.59)
70 to 79 6 (5.56)
≥ 80 3 (2.78)

Ethnicity 104
Hispanic 6 (5.77)
Non-Hispanic 95 (91.35)
Prefer not to answer 3 (2.88)

Race 107
Black 9 (8.41)
White 80 (74.77)
Asian 7 (6.54)
Native American 2 (1.87)
Pacific Islander 0
Other 7 (6.54)
Prefer not to answer 2 (1.87)

Education 107
No High School 10 (9.35)
Completed High School or General Educational
Development

42 (39.25)

Completed College 42 (39.25)
Completed Graduate Degree 13 (12.15)

*Total number of patients may not equal 100% due to missing
answers.
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increase in stress, anxiety, or depression (n =
56, 69.1%). Thirty-five participants (32.4%) ei-
ther believed that opioids have no side effects/
risks, or were unaware of any of the included
side effects/risks, or did not answer the ques-
tion. High pain catastrophizing participants
were 62% less likely to be aware of opioid side-
effect/risk items, compared with low pain cata-
strophizing participants (OR = 0.38 P = .040, 95%
CI: 0.15-0.96). No other covariates were signifi-
cantly associated with side-effect/risk awareness
(Table 2).

Opioids and Pain-Control Beliefs (Online Appendix

Table 3)

A majority (n = 70, 67.3%) of participants
believed that opioids for pain control are safe
when used short term (several weeks). Nearly half
of the participants (n = 47, 45.6%) believed that
opioids are safe when prescribed by doctors or
dentists. Many believed that there is a potential
risk of addiction (n = 58, 56.9%) and dependence
(n = 56, 54.4%) when opioids are used regularly,
and a majority did not believe that opioid over-
dose was always intentional (n = 70, 67.3%).

Many agreed that doctors and dentists should do a
better job of thoroughly explaining potential
opioid side effects (n = 67, 64.4%). High pain cat-
astrophizing (vs low; OR = 2.40 P = .083, 95% CI:
0.89-6.47) and high opioid expecting participants
(vs low; OR = 2.18 P = .136, 95% CI: 0.78-6.08)
had increased odds of holding more positive
beliefs about opioids and/or stronger beliefs
regarding pain control, though these did not
reach statistical significance (Table 2). Figure 1
describes the odds ratios between high pain cata-
strophizing/high opioid expectation and opioid
related awareness and beliefs.

Discussion
In our study population, participants with high pain
catastrophizing and high opioid prescription
expectations for acute pain were less likely to be
aware of current opioid epidemic issues. They may
be more likely to hold positive beliefs regarding
opioids and/or stronger beliefs regarding pain con-
trol; however, these scores were not statistically sig-
nificant. High pain catastrophizing participants also
were less likely to be aware of opioid side effects/
risks.

Table 2. Adjusted Odds of Opioid Epidemic Awareness Scores/Opioid Side effect and Risk Awareness Scores/

Opioid and Pain-Control Belief Scores by Patient Characteristics (n = 107)

Patient Characteristics

Opioid-Related Awareness and Beliefs

Opioid Epidemic Awareness
Score: 4 or above
OR (95% CI)

Opioid Side effect Awareness
Score: 6 or above
OR (95% CI)

Opioid and Pain-Control Belief
Scores: 3 or above
OR (95% CI)

Pain Catastrophizing Score
1 to 2 (ref)
≥ 3 0.26 (0.10–0.67) 0.38 (0.15–0.96) 2.40 (0.89–6.47)

Opioid Rx Expectation*
0 to 2 scenarios (ref)
≥ 3 scenarios 0.33 (0.12–0.88) 0.86 (0.33–2.20) 1.90 (0.78–6.08)

Education
Completed High School or
lower (ref)

Completed College or higher
1.66 (0.70–3.93) 1.39 (0.61–3.17) 0.46 (0.20–1.06)

Age
18 to 39 (ref)
40 to 59
≥ 60

1.16 (0.41–3.26)
1.18 (0.39–3.58)

1.03 (0.39–2.75)
0.82 (0.29–2.34)

1.55 (0.56–4.22)
1.14 (0.39–3.31)

Gender
Men (ref)
Women 0.97 (0.39–2.42) 2.14 (0.89–5.14) 1.67 (0.66–4.13)

*Patients expecting opioid prescriptions out of 4 different acute pain scenarios.
Abbreviations: OR, odds ratio; CI, confidence interval.
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Pain catastrophizing is one of the strongest psy-
chological predictors of pain outcomes and is asso-
ciated with adverse health outcomes, including
greater disability, work absenteeism, and health-
care utilization.22,23,51 Our previous study revealed
an association between high pain catastrophizing
and high opioid prescribing expectations in acute
pain ambulatory settings.20 In our current analysis,
high pain catastrophizing participants were less
aware of opioid epidemic issues, potential opioid
side effects, and opioid-related risks overall. This
gap in awareness may explain why high pain cata-
strophizing patients crave and/or expect more
opioids.27 They also might be more likely to hold
positive beliefs regarding opioids. Although this asso-
ciation was not statistically significant in our analyses,
likely due to our small sample size, the odds were
higher among those who had high pain catastrophiz-
ing, as well as those with high opioid prescription
expectations.

A study of primary care settings seeing chronic
pain patients on opioids and their relationship to
side effects showed high pain catastrophizing
patients reporting a higher incidence of opioid
side effects.52 Our study explored opioid-related

awareness regarding epidemic/side effect/risks
and found that high pain catastrophizing patients
tended to lack this awareness. And yet, high pain
catastrophizing patients may be at higher risk of
actually experiencing opioid side effects.52 Opioid
side effects can include depression and anxiety,
conditions from which high pain catastrophizing
patients often suffer,53 as compared with patients
without high pain catastrophizing. Chronic pain
patients with high pain catastrophizing and men-
tal health conditions (depression, anxiety, post-
traumatic stress disorder [PTSD], attention defi-
cit/hyperactivity disorder [ADHD]) have also
been shown to have more severe pain, poorer
outcomes, and lower quality of life than those
without mental health conditions.25 Another
study of patients with chronic neck pain found
high pain intensity, clinical insomnia, and a high
level of depression/anxiety to be strongly associ-
ated with high pain catastrophizing.54

In acute pain management, similar to chronic pain
management, it may be warranted that clinicians
begin identifying patients most likely to benefit from
being assessed for pain catastrophizing (eg, patients
with chronic pain; and/or psychiatric diagnoses and/

Figure 1. Odds ratios between high pain catastrophizing/high opioid expectation and opioid related awareness

and beliefs.
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or insomnia;25,54,55 and/or opioid use disorder26).
This is important as it would be almost practically
impossible to screen every patient with acute pain for
pain catastrophizing in busy outpatient settings.
Once identified, high pain catastrophizing patients
can be helped to better understand pain management
in terms of their specific beliefs and expectations, and
engaged in tailored treatment to meet their individ-
ual needs.55 If opioids are indeed a part of the treat-
ment plan, information on opioid side effects/risks
should be covered thoroughly, as there could be a
gap in their awareness and beliefs about them.
Considering the potential negative interaction
between mental illnesses and opioid use, patients
known to suffer from both should be monitored
closely for any triggering of opioid misuse.56 A sys-
tematic review and meta-analysis on the best meth-
ods for reducing pain catastrophizing in adults with
chronic noncancer pain found that cognitive-behav-
ioral therapy, multimodal treatment, and acceptance
and commitment therapy produced moderate-high
quality results.51 In chronic pain patients, addressing
pain catastrophizing early in treatment has been
shown to have a positive impact on pain intensity, in-
terference, and predictive of a reduction of subse-
quent catastrophizing.57 If early intervention for pain
catastrophizing could improve the pain experience
trajectory, it might be incumbent to assess patients
for high pain catastrophizing early in the onset of
pain symptoms, such as during acute pain care.
Identifying risk factors for high pain catastrophizing
can lead to early detection, thus early intervention.
However, current opioid prescribing guidelines do
not include pain catastrophizing screening.58

There are several validated, abbreviated versions
of assessing pain catastrophizing scores, which
could easily be administered in busy clinical out-
patient settings.48,49,59

Participants with high opioid prescription
expectations for acute pain were less likely to be
aware of current opioid epidemic issues, while
their awareness regarding opioid side effects/
risks were not as statistically significant as with
participants with high pain catastrophizing.
However, in our study, high pain catastrophizing
was an associated factor for having high opioid
prescription expectations.20 One explanation for
these observations could be that expectations of
opioid prescriptions have become normalized for
many patients in the US over the past few decades,
during which time opioids have seen increasingly

frequent use. Expectations of opioid prescriptions
are likely formed by previous experience and shared
knowledge. Thus, as opioid exposure declines,4,5

coupled with the availability of clear acute pain
management guidelines,3,58 patients overall should
begin to become more realistic in their expectations
of opioid use in acute pain management, thus
decreasing prescribers’ need to meet patient expect-
ations of receiving opioids. Individualized pain
management will always be essential, such as in
assessing pain catastrophizing for appropriate
patients as described above.

A majority of our participants believed that doc-
tors and dentists should do a better job of explaining
opioid side effects to their patients. Close to one-
third of our participants believed that opioids did not
have side effects or declined to answer the question.
Most also believed that opioids were safe when used
short term, and nearly half believed that opioids were
safe when prescribed by doctors and dentists. This
further reinforces the need to better educate patients
regarding opioid side effects and risks.

There are several limitations to this study. First,
our survey participants were primarily White and
our sample size was not large, thus we did not include
race or ethnicity in our analysis. Participants were
recruited using convenience sampling within a single
academic institution. Thus, our findings might not be
generalizable to other populations or settings.
However, in our study, 74.1% of participants were
aware of increased opioid addiction in the US, which
compares closely to the a survey of 1,105 US adults
reported by a PBS-Marist poll in 2017 where 80% of
participants answered that opioid abuse was a prob-
lem in their community.60 While these questions are
not identical, they speak to similar trends in opioid
abuse awareness, further supporting the validity of
our results when compared with a larger sample
study. Second, due to limited resources, our survey
design did not facilitate conducting conventional psy-
chometric testing. And third, our questions regarding
opioid side effects and risks were adapted from a pre-
viously published questionnaire regarding public
beliefs on the risks of marijuana, rather than being
specifically tailored for opioids.47

Future studies among patients with high pain cat-
astrophizing and acute pain are needed to determine
whether exploring patient beliefs regarding opioids
and pain management can reduce opioid prescribing
while also effectively managing pain. We also need
to further assess the effectiveness of interventions
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specifically tailored to address high pain catastrophiz-
ing in acute pain care settings. And finally, we need
to examine, in detail and in a larger sample, which
side effects and risks high pain catastrophizing
patients are less aware of, to facilitate further tailor-
ing of specific education for those patients.

Conclusion
Our study shows that significant gaps exist among
participants with high pain catastrophizing, regarding
their awareness and beliefs concerning opioid epi-
demic issues and side effects/risks, and likely regard-
ing opioids and pain-control in general, as compared
with their low pain catastrophizing counterparts.
This may partially explain why participants with high
pain catastrophizing tended to expect more opioids.
In acute pain care, as well as chronic pain care, it is
warranted both to identify patients with high pain
catastrophizing, and for clinicians to be aware of the
risk factors associated with high pain catastrophiz-
ing. This may facilitate better exploring those
patients’ understandings, beliefs, and expectations
regarding pain management, as well as tailoring
their pain treatment and education appropriately
to prevent adverse side effects.

Authors would like to thank Rick Deyo, MD, MPH, and Patty
Carney, PhD, for assisting in survey development. Authors also
would like to acknowledge the patients who graciously com-
pleted surveys for the study.

To see this article online, please go to: http://jabfm.org/content/
36/2/267.full.
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Appendix.

ID#________
Pa�ent Survey About Opioids and Pain

STUDY00018431

We are conducting a study to learn more about patients’ general understanding about opioids. Some 
questions ask you about things like your age and race.  This information will help us understand the 
characteristics of those who complete the survey.  It will take about 10 minutes to complete this. 
This is an anonymous survey and your responses will only be available to the study team; they will not 
be shared with anyone else, including your doctor. 

We appreciate your participation!!  

1. Why are you visiting the clinic today?

I am here for an acute problem, such as a cold or injury
I am here for a follow-up visit
I am here for an annual visit
Other (please describe: ________________________________________________________) 

2.  What is your age?

a.  18-29 b.  30-39 c.  40-49 d.  50-59 e.  60-69 f.  70-79 g.  Over 80

3.  What is your gender? 

Male
Female
I prefer to describe:  ______________________________
I prefer not to answer. 

4.  What is your ethnicity?

Hispanic
Non-Hispanic
I prefer not to answer. 

5.  What is your race? (Please select all that apply)

Black or African American
White

 Asian 
Native American (ie. American Indian) 
Native Hawaiian or other Pacific Islander
Other, please specify: _____________________________________________
I prefer not to answer. 

6.  What is the highest level of education that you have completed?
I have not completed high school
I completed high school and/or earned my GED 
I completed a college degree
I completed a graduate degree (ie. masters or doctorate) 
I prefer not to answer. 
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ID#________
The next questions ask you about how you have been feeling: 

7.  In the past 7days… Never Rarely Sometimes Often Always

a) I felt fearful 1 2 3 4 5 

b) I found it hard to focus on anything 
other than my anxiety

1 2 3 4 5 

c) My worries overwhelmed me 1 2 3 4 5 

d) I felt uneasy 1 2 3 4 5 

8. In the past 7 days, how would you rate your pain on average?

9.  If you are currently in pain, how long have you had this pain?
Less than 1 week
Longer than 1 week but less than 4 weeks
1–- 3 months
More than 3 months
I am not sure
I am not currently in pain.

The next questions ask you how you feel when you experience pain:

10. When I feel pain…. Never feel
this way

Rarely feel
this way

Sometimes
feel this way

Often feel
this way

Always feel
this way

a) It is terrible and I feel it is
never going to get any
better.

1 2 3 4 5 

b) I feel I can’t t stand it
anymore.

1 2 3 4 5 

The next questions ask you about opioids*.
*Opioids include: Tramadol(Ultram®), Codeine (Tylenol with Codeine®), Hydrocodone(Norco®, Vicodin®),
Oxycodone (e.g. Percocet®, OxyContin®), Morphine (e.g. Roxanol®, MS Contin®), Hydromorphone (e.g.
Dilaudid®), Fentanyl (e.g. Duragesic ®), Methadone (e.g. Dolophine®) and Buprenorphine (e.g. Butrans®) 
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ID#________

11.  Please tell us what you believe are the side-effects of opioids? Please circle one word for each 
question. 

a) Opioids have no side-effects Yes No Not sure

b) I decline to answer Yes No Not Sure

If you answered   Yes to either 11 a) or b), please skip to quesiton #12. 

c) Addiction to opioids Yes No Not Sure

d) Legal problems Yes No Not Sure

e) Increased use of ilicit drugs Yes No Not Sure

f) Impaired memory Yes No Not Sure

g) Personal or relationship problems Yes No Not Sure

h) Decrease in intelligence Yes No Not Sure

i) Decrease in energy Yes No Not Sure

j) New or worsening health problems Yes No Not Sure

k) Increase in stress, anxiety, or depression Yes No Not Sure

l) Disrupted sleep Yes No Not Sure

m) Other side-effects Yes No Not Sure

12.  Please rate your level of agreement about the 
following. Please circle one word for each question.

Strongly 
Disagree

Disagree Not 
Sure

Agree Strongly 
Agree

a) I am afraid to use opioids because of their side-
effects. 

1 2 3 4 5 

b) I believe opioid use is safe when used for short-
term pain (up to several weeks).

1 2 3 4 5 

c) I believe opioid use is safe when used for long-
term pain (duration over 3 months).

1 2 3 4 5 

d) I could become addicted to opioids, if I take them 
regularly. 

1 2 3 4 5 

e) I could become dependent on opioids if I take them 
regularly. (I will have withdrawal symptoms if I try 
to stop the opioid.)

1 2 3 4 5 

f) I believe opioids are safe when prescribed by 
doctors or dentists.  

1 2 3 4 5 

g) I believe opioid overdose is always on purpose. 1 2 3 4 5 

h) I believe all pain should be treated with opioids if 
non-opioids medications are not effective for short 
term pain (up to several weeks).

1 2 3 4 5 
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ID#________

i) I believe all pain should be treated with opioids if 
non-opioids medications are not effective for long 
term pain (duration over 3 months).

1 2 3 4 5 

j) I believe that doctors and dentists often do not treat 
pain adequately. 

1 2 3 4 5 

k) I believe that doctors and dentists often do not 
provide enough pills when prescribing opioids. 

1 2 3 4 5 

l) I believe that doctors and dentists should do a 
better job of thoroughly explaining opioid side-
effects before prescribing them.

1 2 3 4 5 

13.  We would like to understand what you would expect your doctor or dentist to do in terms of 
prescribing opioids for you. Please rate your level of agreement with the following.

I would expect my doctor or dentist to prescribe an 
opioid if…

Strongly 
Disagree

Disagree Not 
Sure

Agree Strongly 
Agree

a) ...I sprained my ankle and it has become very 
swollen and painful, making it difficult to sleep. 
Over-the-counter pain medicines have not been 
helping very much.

1 2 3 4 5 

b) ...I just had a root canal and my pain is not that 
bad at the moment, but I am not sure if the pain 
is going to come back. Over-the-counter pain 
medicine was not very helpful prior to the 
procedure.

1 2 3 4 5 

c) ...I broke my arm and it was placed in a cast. 
Over-the-counter pain medicine was not very
helpful prior to the cast placement. Pain is better 
now. 

1 2 3 4 5 

d) ...I suddenly have back pain, making it difficult to 
move and perform daily activities. Over-the-
counter pain medicine has not been helping very 
much. 

1 2 3 4 5 

14.   Are you aware of any current opioid issues in the United States?  
 Yes         

No
Not sure

15.  If Yes, which of the following do you consider to be among those issues (Check all that apply)?
Increase in opioid addiction
Increase in opioid overdoses 
Increase in opioid deaths 
Opioids are being over-prescribed
Opioids are being under-prescribed
Opioids are easily obtained on the street
Other (Please describe: _________________________________________________)
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ID#________
16. Have you ever been prescribed opioids?

Yes
No
Not sure

17. About how many times?
Once
2-3
4-5
6-7
8-9
10 or more
I have never taken or been prescribed opioids.
I do not remember.
Not sure

18. If and when opioids were prescribed for you, did you:
Take all of them each time as prescribed.
Take some but not all that were prescribed.
Decide not to take any of them.
I have never been prescribed opioids.
Other: _______________________________________________________________

19. The last time you were prescribed opioids, how long did you take them?
Less than 1 week
Longer than 1 week but less than 4 weeks
1 - 3 months
More than 3 months
I take opioids regularly for my chronic medical problem(s)
I take opioids only when I need them for my chronic medical problem(s)
I have never taken or been prescribed opioids.
Other:_________________________________________________________________

20. Have you ever taken opioids that were not prescribed for you?
Yes
No
Prefer not to answer

21.  Please provide anything else you would like us to know about your thoughts on opioids and
pain issues. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Thank you very much for your participation!
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Appendix Table 2. Distribution of Potential Opioid Side effects and Risks Awareness and Scores

Potential Opioid Side effects and Risks Awareness
Yes

N (%)
No

N (%)
Not Sure
N (%)

Addiction 64 (79.01) 15 (18.52) 2 (2.47)
Legal Problems 47 (58.75) 26 (32.50) 7 (8.75)
Increased use of illicit drugs 47 (58.02) 22 (27.16) 12 (14.81)
Impaired Memory 43 (53.09) 20 (24.69) 18 (22.22)
Personal or relationship problems 55 (67.90) 18 (22.22) 8 (9.88)
Decreased in intelligence 32 (40.00) 26 (32.50) 22 (27.50)
Decreased in energy 57 (70.37) 13 (16.05) 11 (13.58)
New or worsening health problems 50 (61.73) 19 (23.46) 12 (14.81)
Increase in stress, anxiety, or depression 56 (69.14) 17 (20.99) 8 (9.88)
Disrupted sleep 49 (60.49) 21 (25.93) 11 (13.58)
Other side effects 53 (68.83) 10 (12.99) 14 (18.18)
Missing/Not answered 35 (32.41)
Median score (min-max) 6 (0 to 11)

Appendix Table 1. Distribution of Opioid Epidemic

Awareness and Score

Opioid Epidemic Issue Awareness N (%) Aware

Increase in opioid addiction 80 (74.07)
Increase in opioid overdoses 75 (69.44)
Increase in opioid deaths 72 (66.67)
Opioids are being over-prescribed 53 (49.07)
Opioids are being under-prescribed 16 (14.81)
Opioids are easily obtained on the street 52 (48.15)
Other issues 17 (15.74)
No answers marked/missing 18 (16.67)
Median Score (min-max) 4 (0 to 7)
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Appendix Table 3. Opioids and Pain-Control Beliefs and Scores

Rate Your Level of agreement about the following. Please circle one word for
each question. *†

Strongly
Disagree 1
Disagree
N (%)

Agree 1
Strongly Agree

N (%)
Not Sure
N (%)

a) I am afraid to use opioids because of their side effects. 52 (50.00) 40 (38.46) 12 (11.54)
b) I believe opioid use is safe when used for short-term pain (up to several

weeks).
14 (13.46) 70 (67.31) 20 (19.23)

c) I believe opioid use is safe when used for long-term pain (duration over
3months).

52(50.49) 24 (23.30) 27 (26.21)

d) I could become addicted to opioids if I take them regularly. 15 (24.51) 58 (56.86) 19 (18.63)
e) I could become dependent on opioids if I take them regularly. (I will have

withdrawal symptoms if I try to stop the opioid.)
25 (24.27) 56 (54.37) 22 (21.36)

f) I believe opioids are safe when prescribed by doctors or dentists. 34 (33.01) 47 (45.63) 22 (21.36)
g) I believe opioid overdose is always on purpose. 70 (67.31) 15 (14.42) 19 (18.27)
h) I believe all pain should be treated with opioids if non-opioids medications

are not effective for short term pain (up to several weeks).
37 (35.58) 27 (25.96) 40 (38.46)

i) I believe all pain should be treated with opioids if non-opioids medications are
not effective for long term pain (duration over 3months).

39 (37.50) 17 (16.35) 48 (46.15)

j) I believe that doctors and dentists often do not treat pain adequately. 29 (27.88) 39 (37.53) 36 (34.62)
k) I believe that doctors and dentists often do not provide enough pills when

prescribing opioids.
59 (56.19) 17 (16.19) 29 (27.62)

l) I believe that doctors and dentists should do a better job of thoroughly
explaining opioid side effects before prescribing them.

13 (12.50) 67 (64.40) 24 (23.08)

Median Score (min-max) 3 (0 to 11)

*Total number of patients surveyed (108) may not match due to some sections missing answers.
†Questions ‘a’, ‘d’, and ‘e’ were reverse-scored, and question ‘l’ was removed from the analysis, as it was considered to be neutral.
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