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Prevalence of Opioid Abusein Interventional Pain Medicine Practice
Settings: A Randomized Clinical Evaluation
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While drug therapy is one of the most commonly used mo-
dalities of treatment in managing persistent or chronic pain,
controversy continues with regards to the appropriate use
of controlled substances, specifically opioid analgesics, in
interventional pain medicine settings.

This study included 100 randomly selected patients receiv-
ing opioidsin an interventional pain medicine setting. The
patient’s controlled substance profile was evaluated using
multiplemeans. The patientswere divided into two groups,
with 76 patients in the non-abuse group and 24 patientsin
the abuse group after data collection. There were no sig-
nificant differences noted either in demographic character-
istics or psychological characteristics, except for a higher

Drug therapy is one of the most commonly used modali-
ties of treatment in managing persistent or chronic pain.
However, controversy continueswith regardsto use of con-
trolled substances, specifically opioid analgesics, in man-
aging chronic or recurrent pain. Thefear of addictionfrom
using opioidsfor chronic pain goes back to the early 1800s
when Coleridge and deQuincey took opium for “internal
rheumatism” and “stomachache” (1). Opioids have long
been accepted as appropriate for the management of acute
and cancer pain. However, physiciansand health care pro-
fessionals are reluctant to support the use of opioid medi-
cation for patients with chronic pain because of concerns
they have about efficacy, adverse effects, tolerance, and
addiction (2-4). Yet 40% to 90% of patientsin pain treat-
ment facilities receive controlled drugs, specifically opio-
ids (5-7). Welivein adrug oriented society with a high
prevalence of substance abuse. As early as 1992, it was
shown that 33% of the population of the United States
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prevalence of depression in the abuse group.

In conclusion, there was significant abuse of opioidsin an
interventional pain medicine setting, with an incidence of
24%, with frequent abuse seen in almost half of these pa-
tients. Thus, it isimportant for interventional pain physi-
ciansto recognize this possibility and also to recognize that
thereisno definite physiologic, psychologic or demographic
information to suggest abuse, even though depression was
more prevalent in abuse patients.
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psychological dependency, drug addiction, drug abuse, con-
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sampled illicit drugs (8), and as many as 15% had a sub-
stance use disorder of sometype (9). Fishbain et a (10),
studying drug abuse and dependency in chronic pain pa-
tients, concluded that between 3.2% and 18.9% of patients
have been diagnosed with a substance abuse disorder.
Polatin et a (11) showed current substance abuse of 19%
and lifetime prevalence of 36% in chronic low back pain.
Thus, diagnosis and management of patients with drug
abuseisnot only challenging, but also extremely difficult.
Itiscompounded by ongoing criticism of the medical pro-
fession for undertreatment of chronic pain, and lack of
conclusive evidence that controlled substances’ improve
the quality of life.

Some randomized, controlled studies have supported the
efficacy of opioid treatment of patients with chronic pain
(12-14). While these trials suggest that opioids can im-
prove the level of analgesia and quality of life in some
patients, other studies suggest that some patients become
psychologically dependent after long-term opioid use (15);
whereas other investigators believe that opioid analgesics
contribute to psychological distress, poor treatment out-
come, impaired cognition and a fostered reliance on the
health care system (16-20). Many physicians who pre-
scribe opioids for chronic noncancer pain worry not only
about possible abuse by patients, but also about potential
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liability and censure by regulatory agencies (2, 4, 21, 22).
Considering the controversy, Wilson (23) noted, “There
appearsto belittle hope for arational outcome asthe dis-
cussion is dominated by zeal ots at one extreme and nihil-
istsat the other.” The recent initiatives by the Joint Com-
mission on Accreditation of Healthcare Organizations
(JCAHO) and numerous recent reports of abuse of
OxyContin® have once again sparked the heated debate
about various issues involving controlled substances. A
consensus statement was rel eased by the American Acad-
emy of Pain Medicine and the American Pain Society on
the use of opioidsfor thetreatment of chronic pain. Opioid
use at times has been described as pseudoaddiction,
undertreatment or pseudolabeling.

New pain management standards for American healthcare
institutionstook effectin 2001, devel oped by JCAHO, un-
derstandably withimplicationsfor interventional pain spe-
cialists. These new regulations target often-woeful mis-
management of pain among various groups of patients pre-
senting to healthcare institutions. The JCAHO believes
that, “Unrelieved pain has enormous physiological and
psychological effects on patients. Effective management
of painisacrucial component of good care.” The JCAHO
also asserts that, “Research clearly shows that unrelieved
pain can slow recovery, create burdens for patients and
their families, and increase coststo the healthcare system,”
even though, JCAHO has failed to present any such evi-
dence. Further, patient advocacy groupsfind that amajor-
ity of pain sufferers are dissatisfied with their pain relief
medications. While JCAHO’s new standardsfor the treat-
ment of pain appear to be anideal to be endorsed and wel-
comed with open armsby all professional's, especially pro-
fessionalsin pain medicine, thereality is much more com-
plex. Itisquite possible that this well-intended standard
may |ead to overuse of controlled analgesics. Eventhough
there are many other methods of managing pain produc-
tively, narcotics are used either as afirst option or in con-
junction with other modalities of treatments. Controlled
substance overuse is a major concern in general and spe-
cifically among the elderly, with widespread reports of
OxyContin® abuse.

In addition, regul atory policiesalso negatively affect phy-
sician prescribing and lead occasionally to undertreatment.
Even though regulation of controlled drugsisnot intended
to impede legitimate prescribing for appropriate medical
purposes, theimpact of controlled substance therapy, spe-
cifically opioid therapy, on the physical and psychosocial
functioning of patients with chronic nonmalignant pain
continues to be a contentious issue for pain specialists.

359

Therapy for chronic or persistent painisusually guided by
the dual goals of comfort and function. Thus, opioid
therapy would not be useful if it augmented disability or
undermined the efficacy of rehabilitation efforts, regard-
less of its effects on the pain. The evidence in favor of
heavy narcotic management isinconclusive. In addition,
abuse of opioidsand other adjuvant agentsutilized in pain
treatment programs, including the drugsfor managing anxi-
ety, has been claimed to be extremely low. However, it
has not been studied in interventional pain medicine set-
tings. Since opioid abuseisconsidered asignificant prob-
lem by some authorities, thisstudy was undertakento eval u-
atethe abuse of opioidsin aninterventional pain medicine
setting.

METHODS

One hundred patients from an active group of patients
treated at an interventional pain medicine setting with or
without interventional techniques, but receiving controlled
substances, specifically opioids, were randomly selected
by computer all ocation from apatient pool of 2,685. There
were no specific exclusion criteria. Following the initial
selection, charts of all patients were reviewed, with spe-
cial attention to the present drug treatment, and the patient
history with regards to the drugs they have been taking
from outsidethe organization. All patients had signed con-
trolled substance contracts in the chart. The data collec-
tionwas multifaceted: datacollectionwasfrom pharmacy
records, chart review, and the information from al physi-
ciansinvolved in the treatment of the patient, and agreed
to by the patient in their controlled substance contract.

Frequent abuse was defined asthe occurrence of obtaining
a prescription (of a minimum of at least 30 tablets) of a
controlled substance at least once a month from another
physician without approval of the pain physician signing
the controlled substance contract. Acquiring drugs for
emergency purposes was not considered an abuse.

Datawere collected using apreprinted format with demo-
graphic information and drug history and was compared
with all the acquired information.

Data were recorded on a database using Microsoft®
Access®. The SPSSversion 9.0 statistical packageswere
used to generate the frequency tables and chi-squared sta-
tistic was used to test the significant difference between
genders. Fisher’s exact test was used wherever expected
value was less than 5. Student’s t-test was used to test
mean significant difference between groups. Resultswere
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considered statistically significant if the P value was less
than 0.05.

RESULTS

Datawere evaluated for patient characteristics, prevalence
of abuse of opioidsin aninterventional pain medicine set-
ting, and frequency of abuse of controlled substances.

Patient Characteristics

Demographic data are shown in Table 1, with no signifi-
cant differences noted between the two groups, Group |
being the nonabuse group, and Group |1 being the abuse
group. Therewere 76 patientsin Group | and 24 patients
in Group I1, with no significant differences noted between
these groupsin terms of gender, age, weight, height, mode
of onset of pain and duration of pain. In addition, there
was no significant difference noted in number of regions
involved. Overall, previous surgery was also similar in
both groups. Referral patternswerealso similar, with 42%
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of the patientsin Group | and 33% of the patientsin Group
Il having self-referral.

Psychological Status

As shown in Table 2, psychological status was evaluated
inall 100 patients. Depression was most commonly seen,
with 45% of the patients presenting with depression in
Group | and 75% of patients presenting with depressionin
Group |1, whichwassignificantly higher in the abuse group.
Generalized anxiety disorder was the next most common
phenomenon, with 41% of the patients suffering with this
disorder in Group | and 46%in Group 1. Similarly, soma-
tization disorder was also present in 13% of the patientsin
Group | and 17% in Group I1.

Nonphysiological Signs and Symptoms
Nonphysiological symptomsas described by Waddell were

present in 9% of the patientsin Group | and 17% in Group
I1, with no significant differences noted between the groups.

Table 1. Patient demographic characteristics

Group | Group |
Nonabuse group Abuse group
N =76 N =24
Male 32% (24) 46% (11)
Gender
Female 68% (52) 54% (13)
<65 83% (54) 96% (23)
Age (yrs)
> 65 17%(11) 4% (1)
Weight (Ibs.) Mean + SEM 163.5 + 4.57 176.7 + 10.98
Height (inches) Mean + SEM 66.0 + 0.42 66.6 + 0.58
Occupational 20% (15) 38% (9)
) MVA 14% (11) 4% (1)
Mode of onset of pain )
Nonoccupational 13% (10) 25% (6)
Gradual onset 53% (40) 33% (8)
Duration of pain (months) Mean + SEM 149 + 17.2 139 + 22.1
One 34% (26) 33% (8)
Number of regions involved Two 44% (33) 54% (13)
Three or more 22% (17) 13% (3)
Previous surgery 45% (34) 54% (13)
Physician 58% (44) 67% (16)
Referral
Self 42% (32) 33% (8)
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Table 2. Psychological characteristics

Group | Group |1
Nonabuse group  Abuse group

N =76 N=24

Depression 45% (34) 75%* (18)

Psychological status Generalized anxiety disorder 41% (31) 46% (11)
Sometization 13% (10) 17% (4)

Presence of nonphysiologic symptoms 9% (7) 17% (4)
Presence of nonphysiologic signs 9% (7) 4% (1)
Presence of symptom magnification 11% (8) 17% (4)
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Total numbers do not match, as many patients were positive for more than one condition.

*Denotes significant difference

There were also no significant differences noted with re-
gardsto the presence of nonphysiologic signs, which were
present in 9% of the patientsin Group | and 4% in Group
I1. Symptom magnification was present in 11% of the pa-
tientsin Group | and 17% in Group I1.

Abuse Pattern

Frequent abuse, defined as opioid abuse at least once a
month, involving at least one prescription of 30 tablets,
was seen in 12% of total sample or 50% of abuse group.

DISCUSSION

Theliterature isreplete with reviews, editorials and opin-
ion papers regarding the chronic use of not only opioids,
but also other controlled substances for the management
of chronic pain. Physiciansare also bombarded with fears
of losing their license on one side, unreliability of patients
on another side, newsfrom advocacy organizationson still
another side, and al so from patients and drug enforcement
agencies. Even though there are numerous guidelines and
outlines for prescribing controlled substances, and many
proponents of narcotic usein chronic pain continueto pro-
fessthelow incidence of abuse, substance abusein chronic
low back pain patients has been described asbeing 19% at
thetime of evaluation and 36% over alifetime (24). Thus,
contracts are widely used in the chronic administration of
potentially abusable substances or the management of le-
thal behaviors (25); however, the efficacy of contractual
agreements between physician and patient is not well es-
tablished. Fishman et a (25) reviewed opioid contracts
from 39 major academic pain centers and analyzed every
statement for its core meaning, grouping theminto general

categories and then into specific statement groups. They
concluded that, while there were many significant issues
related to the usage of aformal contract in chronic opioid
therapy, there was substantial consistency among the con-
tractsin their universal attempts to improve care through
dissemination of information, to facilitate mutual ly agreed-
upon codes, or to enhance compliance. However, there
areno studiesin theliterature eval uating the abuse of con-
trolled substances or deviation from acontrolled substance
contract, specifically in an interventional pain medicine
setting. Thus, therole of opioids and other controlled sub-
stancesin the management of chronic pain continuesto be
hotly debated within the medical, ethical, and regulatory
communities.

From the 1880s to immediately after World War |, many
outsidethe medical profession, and severa within the medi-
cal profession, held physicianslargely responsible for the
serious addiction problems sweeping the United States, not
only with opioids, but also various other substances. To
control the problem, Congress passed alaw in 1914 that
placed responsibility for narcotics control in the hands of
the Bureau of Internal Revenue, whichinturnset up afield
force to carry out day-to-day investigations (26). By the
end of the 1920s, these heavy-handed tactics had taken
their toll, and physicians became extremely leery of pre-
scribing narcotics. They were aso fearful of addiction.
By the mid 1980s, physician fear hit new levels as politi-
cians eager to show their mettle vied with one another to
pass tougher and tougher drug laws. The effects of the
crackdown, though probably unintended, were neverthe-
less severe, narrowing the scope of medical practice with
these drugs. Beginning in the 1990s, rigid attitudes to-
ward the use of narcotics to control pain began to relax,

Pain Physician Vol. 4, No. 4, 2001



Manchikanti et a ¢ Opioid Abusein Pain Medicine

both within the medical community and outsideit. How-
ever, the trend, experts say, has reversed again in the late
90s and early 2000s. In favor of liberal use of narcotics,
there has been a growing body of literature showing that,
contrary to long-standing myth, intractable pain patients
who have been properly treated with opioids rarely be-
come addicted; however, this only applied to acute and
cancer pain. During thistime, some proponents of narcot-
ics and chronic pain have renamed addiction as
pseudoaddiction and undertreatment. However, abuse also
has been regularly increasing in parallel with patient ad-
vocacy groups and proponents of narcotic use in chronic
pain.

In general, physicians and pain specialists have been
blamed for undertreating pain whether it is acute pain,
chronic pain or cancer pain (27). The fear of opioid use
has been described as opiophobia, which by the propo-
nents has been described as resulting from lack of infor-
mation among physicians about the value and use of opio-
ids as pain relievers and the true nature of addiction. Fur-
ther, long-running anti-drug campaigns by state and fed-
eral governments have contributed to misinformation about
what behavior constitutes true addiction, according to ex-
perts supporting liberal narcotic or opioid use for chronic
pain. The literature also shows that narcotic prescription
usage, along with abuse, hasincreased substantially in the
1990s.

Asaresult of increased use of controlled substances, many
state medical boards have released guidelines or position
statements (28-31), and electronic reporting of scheduled
substances (32). Excerptsfrom one such report (28) from
model guidelines for the use of controlled substances in
pain treatment are;

. Pain management is particularly important for pa-
tientswho experience pain asaresult of terminal
illness and can be difficult for patients with
chronic nontermina pain. It is imperative that
physicians become knowledgeable about effec-
tive methods of pain treatment as well as statu-
tory requirementsfor prescribing controlled sub-
stances.

. Inadequate pain control may result either from
physicians' lack of knowledge about pain man-
agement or their misunderstanding of addiction.
Fearsof investigation or sanction by federal, state,
and local regulatory agencies may also result in
inappropriate or inadequate treatment of the pain
patient.
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Physicians are referred to the US Agency for
Health Care Policy and Research Clinical Prac-
tice Guidelines (33) for a sound approach to the
management of acute and chronic, malignant and
non-malignant pain. The medical management
of pain should be based on current knowledge
and research and includes the use of both phar-
macological and non-pharmacol ogical modalities.
Pain should be assessed and treated promptly, and
the quantity and frequency of doses should be ad-
justed according to the intensity and duration of
the pain. Physiciansshould recognizethat toler-
ance and physical dependence are normal conse-
guences of sustained use of opioid analgesicsand
are not synonymous with addiction. Addiction
refersto both dependence onthe use of substances
for the drug’ s psychic effectsand compulsive use
of the drug despite consequences.
Theinappropriate prescribing of controlled sub-
stances may lead to drug diversion and abuse by
individualswho seek the drugs for other than le-
gitimate medical use. Physicians must be dili-
gent in preventing the diversion of drugsfor ille-
gitimate purposes.

The prescribing of controlled substancesfor pain
isalegitimate medical purposeif such prescrib-
ingis (1) based on accepted scientific knowledge
of pain treatment and (2) if based on sound clini-
cal grounds. All such prescribing must be
grounded in clear documentation of unrelieved
pain and in compliance with applicable state or
federal law.

The physician’s conduct will be evaluated to a
great extent by the treatment outcome, taking into
account: (1) whether or not thedrug used ismedi-
cally and/or pharmacologically recognized to be
appropriate for the diagnosis; (2) the patient’s
individual needs—including improvement in func-
tioning; and (3) arecognition that some types of
pain cannot be completely relieved

The Board will judge the validity of prescribing
based on the physician’s treatment. The goal is
to control the patient’s pain for itsduration while
effectively addressing other aspects of the
patient’sfunctioning, including physical, psycho-
logical, social and work-related factors.

A complete medical history and physical exami-
nation must be conducted and documented in the
medical record. A family history should be docu-
mented with particular reference to any history
of first degreerelative with chemical dependence
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problems. The medical record should document
the nature and intensity of the pain, current and
past treatmentsfor pain, underlying or coexisting
diseases or conditions, the effect of the pain on
physical and psychological function, and history
of any substance abuse. The medical record also
should document the presence of one or morerec-
ognized medical indication(s) for the use of a
controlled substance. By definition, painisasub-
jective statement of a patient’s perception of ac-
tual or potential tissue damage. The distinction
between pain and suffering should be established.
A patient may suffer due to pain, but may have
other reasons for suffering as well. The assess-
ment of a patient’s overall condition should be
made at theinitial evaluation and thereafter. Itis
the goal of the physician to assist in the relief of
suffering no matter the cause. Financial, emo-
tional, mental, physical, and spiritual factorsmay
contributeto the patient’ssuffering. Relief of the
underlying reasons for suffering, as well as the
pain, will lead to optimal treatment and utiliza-
tion of controlled substances.

Before beginning aregimen of controlled drugs,
the physician must determine, through actual clini-
cal tria or through patient recordsand history that
non-addictive medication regimens have been
inadequate or are unacceptable for solid clinical
reasons.

Thewritten treatment plan should state objectives
that will be used to determine treatment success,
such aspainrelief andimproved physical and psy-
chosocial function, and should indicateif any fur-
ther diagnostic eval uations, consultations or other
treatments are planned. After treatment begins,
the physician should adjust drug therapy to the
individual medical needs of each patient. Other
treatment modalities or a rehabilitation program
may be necessary depending on the etiology of
the pain and the extent to which the pain is asso-
ciated with physical and psychosocial impairment.
The physician should discuss the risks and ben-
efits of the use of controlled substances with the
patient or his’her surrogate, including the risk of
tolerance and drug dependence. If the patient is
determined to beat high risk for medication abuse
or hasahistory of substance abuse, the physician
may employ the use of a written agreement be-
tween physician and patient outlining patient re-
sponsihilities, including:
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1. One prescribing doctor and one desig-
nated pharmacy.
2. Urine/serum drug screening when re-
quested.
3. No early refills and no medications

caledin. If medicationsarelost or sto-
len, then a police report could be re-
quired before considering additional pre-
scriptions.

4, Thereasonsfor which drug therapy may
be discontinued such as violation of a
documented doctor-patient agreement.

At reasonable intervals based on the individual
circumstances of the patient, the physician should
review the course of treatment and any new in-
formation about the etiology of the pain. Con-
tinuation or modification of therapy should de-
pend on the physician’s evaluation of progress
toward stated treatment objectives such asreduc-
tionin patient’spainintensity and improved physi-
cal and/or psychosocia function (ie, ability to
work), need of health careresources, activities of
daily living, and quality of socia life. If treat-
ment goal s are not being achieved despite medi-
cation adjustments, the physician should reevalu-
ate the appropriateness of continued treatment.
The physician should monitor patient compliance
in medication usage and rel ated treatment plans.
The physician should be willing to refer the pa-
tient asclinically indicated for additional evalua-
tion and in order to achieve treatment objectives.
Special attention should be given to those pain
patients who are at risk for misusing their medi-
cationsand those whoseliving arrangements pose
arisk for medication misuse or diversion. The
management of pain in patients with a history of
substance abuse or with a coexisting psychiatric
disorder may require extracare, monitoring, docu-
mentation, and consultation with or referral to an
expert in the management of such patients.

The physician should keep accurate and complete
records, to include:

1. Themedical history and physical exami-
nation;

2. Diagnostic, therapeutic, and |aboratory

results;

Evaluations and consultations;

Treatment objectives;

Discussion of risk, benefits, and limita-

ok w
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tion of treatments;

6. Treatments,

7. Medications (including date, type, dos-
age, and quantity prescribed);

8. Instructions and agreements;

9. Periodic reviews; and

10. Records should remain current and be

maintained in an accessi ble manner and
readily available for review.

The results of this study, surprisingly, show that 24% of
the patientswere abusing opioids, half of them frequently.
This was in spite of vigorous follow-up with controlled-
substance contracts, as well as other measures, including
discussionsduring each visit, and additional interventional
procedures. Therewere no characteristic, demographic or
psychological featuresto identify opioid abuse, eventhough
depression was more frequently observed in the abuse
group. Thus, opiophobiaappearsto have justification for
theinterventional pain practitioner and does not appear to
be as bad as some experts state. After al, it is extremely
important for physicians to do no harm, neither to the pa-
tient, nor to themselves! The development and implemen-
tation of strict policies, and use of only mild-to-moderate
amounts of narcotics, in conjunction with other techniques,
appears to be the best way to deal with the problems of
controlled substance abuse.

CONCLUSION

This study showed that there is significant abuse of opio-
ids, with 24% of the patients abusing opioids, and frequent
abuse seen in 50% of these patients, in spite of controlled
substance contracts and additional relief provided by
interventional techniques. Thus, it is concluded that phy-
sicians practicing interventional pain medicine must be
extremely careful in administering narcotics as there are
no physical, psychological or clinical characteristics to
identify patients abusing the controlled substances, even
though depression was more commonly seen in the abuse
group. In addition, physicians must protect themselves
with additional modalities of treatments, as well as strict
narcotic controls and frequent random checks of abuse by
their patients.
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