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Introduction 
Primary care providers (PCPs) are responsible for the overall management of their 

patients’ medical conditions, often including chronic noncancer pain (CNCP). Chronic 
noncancer pain is a diagnosis affecting a growing number of patients and whose ideal 
treatment remains uncertain. The International Association for the Study of Pain 
defines chronic pain as pain that persists beyond three months [1]. An example would 
be of an individual who pulled his back carrying a heavy box but continues to report 
pain a year later. Since the 1990s, the treatment for CNCP has commonly included 
opioids [2]. Opioids are a class of drugs that are “chemically related and interact with 
opioid receptors on nerve cells in the body and brain” [3]. As opioids have been readily 
prescribed for the treatment of CNCP, there have also been a concurrent increase in the 
number of adverse events related to their use. 

In response, state agencies, medical societies and even the federal government have 
all released guidelines on how to manage patients suffering from chronic noncancer 
pain. Before the Center for Disease Control (CDC) released their guideline in March 
2016, two prominent pain societies, the American Pain Society (APS) and the American 
Academy of Pain Medicine (AAPM) published guidelines for the use of chronic opioid 
therapy in 2009 [4]. Their guideline helped shape how PCPs and specialists manage 
chronic pain and the development of future guidelines, such as the one from the CDC. 

Evidence continues to mount against the long-term use of opioids for chronic 
noncancer pain; yet, enough opioids were prescribed in 2012 to provide every American 
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Abstract
Background: Primary care providers manage the majority of patients with chronic 

noncancer pain. While evidence and guidelines do not support the use of long-term opioids 
for this type of pain, it is unclear whether providers are aware of and follow guideline 
recommendations. It is also unknown whether practice location or provider type may 
influence opioid prescribing. 

Methods: Electronic survey was sent to primary care providers at both a Midwest 
academic medical center and its associated Veterans Affairs (VA) Medical center, and 2nd 
and 3rd year internal medicine residents. 

Results: Respondents (N=64) included attendings, residents, and advanced practice 
providers. All participants felt managing chronic noncancer pain is challenging (n= 64, 
100%). Only two providers (3.1%) reported enjoyment working with patients with chronic 
noncancer pain. Most residents and non-VA providers were unfamiliar with pain screening 
tools and reported not using them when assessing patients’ pain (n = 35, 54.7%). Despite 
this, the majority reported risk stratifying patients when prescribing opioids (n = 47, 73.4%). 
Most providers at the VA reported following evidence based medicine and guidelines (n = 
11 out of 17, 64.7%) while most residents (n = 12 out of 37, 32.4%) and providers at the 
academic medical center (n = 4 out of 10, 40%) did not follow guidelines. 

Conclusions: VA providers reported more familiarity with and utilized chronic pain 
guidelines and tools. Regardless of practice location or provider type, all providers felt 
managing chronic noncancer pain is a challenge. There also is a negative stigma associated 
with chronic noncancer pain. 

Keywords: Pain, Pharmaco epidemiology, Veterans affairs, primary care, Chronic 
noncancer pain 
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provide medical management for chronic pain. At the time of the 
study, the VA did not have a multidisciplinary or interdisciplinary 
pain clinic. The academic medical center GIM clinic is associated 
with a separate, stand alone, comprehensive pain clinic.

Analysis
Provider demographics and Likert scale responses were 

summarized by frequency and percentage of each category; 
five point Likert scale responses were additionally summarized 
by agree (combining strongly agree and agree) and disagree 
(combining neutral, disagree, and strongly disagree) for 
discussion purposes. Participants were grouped for statistical 
comparisons by provider type (physician/advanced practice 
provider vs. resident) and clinic site (non-VA vs. VA). The 
physician/advanced practice provider group included physicians 
with Doctor of Medicine (MD) and Doctor of Osteopathic 
Medicine degrees (DO), and advanced practice providers (APPs). 
The non-VA clinic site group included providers and residents at 
an academic medical center and residents with continuity clinic 
in the community. All survey responses were analyzed between 
clinic sites and provider types. Additionally, provider type was 
compared separately within each clinic site and clinic site was 
compared within the subgroup of physicians/advanced practice 
providers. Fisher’s exact tests were used to compare non-ordered 
categorical responses and Wilcoxon rank-sum tests were used 
to compare all Likert scale and ordered categorical responses 
between groups. All statistical analyses were performed using 
R version 3.3.3 (R Foundation for Statistical Computing). All 
p-values were 2-sided and p less than 0.05 was considered 
statistically significant.

Results
Participant characteristics 

Ten of the 19 (52.6%) primary care providers at the 
academic medical center and 17 of the 40 (42.5%) providers 
at the VA medical center completed the survey. Thirty-seven of 
the 79 (46.8%) residents invited completed the survey. Overall 
participation was 46.4% (64 out of 138). 

The majority of participants were residents (n=37, 57.8%) 
and female (n=42, 65.6%). Rest of the demographics can be 
found in Table 1. There were generally no differences in survey 
responses between either clinic site or provider type, except for 
those that are mentioned.

adult with one bottle each [5]. While pain clinics exist, the 
majority of chronic pain patients are managed by their primary 
care providers [6]. Past studies have explored primary care 
providers’ attitude, concern, and knowledge regarding opioid 
use for chronic pain; however, many are dated, focused on single 
centers or had a relatively homogenous provider population [7-
10].

This survey sought to determine providers’ familiarity, 
attitude, knowledge and compliance with opioid guideline 
recommended practices. Its secondary aims were to compare 
providers’ responses based on clinic setting (government versus 
academic center) and provider type (resident versus attending 
physician versus advanced practice providers (APPs). 

Methods
Participants

Primary care providers at the General Internal Medicine 
(GIM) clinic of a Milwaukee academic medical center, internal 
medicine residents at the Medical College of Wisconsin excluding 
interns, and primary care providers at the Milwaukee Veterans 
Affairs (VA) medical center were invited to complete the survey. 
Providers who started working at either site after July 1, 2015 or 
those who did not manage patients with chronic noncancer pain 
were excluded.  

Survey design
Questionnaire was developed based on prior studies, review 

of the literature, and APS/AAPM guidelines [4,11-13]. It sought to 
gage providers’ experience and approach to prescribing opioids 
and their familiarity with opioid prescribing guidelines. The 
survey was divided into eight sections: provider demographics, 
opinions on chronic non-cancer pain, comfort prescribing 
opioids, concerns with opioids, opioid risks and guidelines, pain 
agreements, pharmacologic agents, and red flags. Most questions 
were scored on a 5-point Likert-scale, with 1 being “Strongly 
Disagree” and 5 “Strongly Agree.” The survey was piloted by 
internal medicine residents and primary care providers for 
clarity.  

The survey was created in REDCap and only available online 
[14]. An email explaining the study, inviting participants to 
complete the survey, and offering a $50 incentive was sent to 
potential study participants. Potential participants were emailed 
a reminder about the study survey approximately 4 weeks after 
the initial invitation was sent.

Participants had to answer a screening question (if they 
provide cares for patients with chronic noncancer pain) to ensure 
their eligibility. If they were eligible, the rest of the survey was 
accessible. This study and questionnaire were approved by the 
Medical College of Wisconsin IRB and the Zablocki VA Medical 
Center IRB (survey available upon request).

Clinic characteristics 
At the time of the study, the GIM clinic at the academic medical 

center had nearly 9,000 patients, 16 physicians and 2 advanced 
practice providers. The VA primary care clinics had nearly 23,500 
patients, 35 physicians and 15 advanced practice providers. 

The VA has a pain clinic that is procedural-based and does not 

N (%)
Provider type
 Attending physician
 Advanced practice provider 
 Residents 

18 (28.1%)
9 (14.1%)

37 (57.8%)
Age 
 29 or less
 30-39
 40-49
 50 or more

27 (42.2%)
12 (18.8%)
8 (12.5%)
16 (25%)

Gender
 Male 22 (34.4%)
Clinic location
 Academic center 
 Veterans Affairs
 Community

19 (29.7%)
30 (46.9%)
15 (23.4%)

Table 1. Demographics
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managing patients with chronic noncancer pain (n=39, 60.9%) 
or prescribing opioids (n=39, 60.9%). In fact, most did not feel 
appropriately trained to manage opioids and did not believe they 
managed their patients’ pain well. When compared to physicians 
and advanced practice providers, the majority of residents were 
not confident in their abilities to manage CNCP. Similarly, most 
residents also did not feel adequately trained to manage chronic 
opioids. Comparing clinic sites, most non-VA providers were not 
confident in managing CNCP compared to VA providers. They also 
did not feel adequately trained to manage chronic opioids (Figure 
2).

Opinions on chronic non-cancer pain
The majority of providers felt that CNCP is poorly managed in 

the United States (n= 53, 82.8%). Most also felt managing CNCP 
is a problem in their clinic (n =51, 79.7%), and all agreed that 
managing CNCP is challenging (n=64, 100%). While the majority 
of providers did not believe chronic pain is more emotional than 
medical, only two providers enjoyed working with patients with 
chronic noncancer (n=2, 3.1%) (Figure 1).

Comfort prescribing opioids
As a whole, most providers did not feel comfortable 

Figure 1: Intraoperative appearance of right gonadal tumour.

Figure 1. Opinions on chronic non-cancer pain.
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Opioid risks and guidelines
Residents were significantly less likely to report familiarity 

with pain screening tools compared to attendings and APPs 
(Wilcoxon rank-sum, p = 0.023). More Attendings and APPs 
reported following guidelines and evidence-based medicine 
when prescribing opioids for CNCP compared to residents, but 
the difference was not statistically significant. Regardless, the 
majority of all providers felt that they risk stratified patients 
for possible misuse or harm when prescribing opioids (n=49, 
76.6%). Most reported asking patients about personal history of 
substance abuse and psychiatric illness but did not ask about their 
family’s history of the same (Figure 3). There was a significant 
difference between residents and attending/APPs regarding 
asking about the patient’s history of illegal drug use (Wilcoxon 
rank-sum, p = 0.042). Attendings and APPs were more likely than 
residents to report obtaining annual urine drug screens (Wilcoxon 
rank-sum, p < 0.001) and accessing the State Prescription Drug 
Monitoring Program at least annually (Wilcoxon rank-sum, P = 
0.003). Residents were significantly more likely to obtain a urine 
drug screen only if they had concerns about misuse or abuse 

(Wilcoxon rank-sum, p < 0.001). VA providers also reported not 
co-prescribing benzodiazepines for patients already on opioids 
and vice versa, more so than non-VA providers (p = 0.009, p = 
0.025) (Figure 4). 

Pain agreements
Overall, the majority of providers had favorable opinions on 

pain agreements. Most reported using pain agreements after 
providing three or more refills for an opioid and felt that pain 
agreements protected them as a prescriber. More residents 
compared to attendings/APPs reported using pain agreements 
only for patients they were concerned might misuse medications 
(Wilcoxon rank-sum, p = 0.006) (Figure 5). There were no 
differences in responses between clinic site when residents were 
excluded. Most reported not giving second chances to patients 
who engaged in opioid misuse or other aberrant behaviors (n=43, 
67.2%). 

Opioids
The minority of providers reported feeling that opioids are 

Figure 2. Comfort prescribing opioids. 
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useful for the treatment of CNCP. The majority worried about 
opioid addiction and medication misuse when prescribing 
opioids (Figure 1). Tramadol was most commonly prescribed for 
CNCP, followed by hydrocodone-acetaminophen and oxycodone 
immediate release. Hydromorphone and fentanyl were the least 
commonly prescribed. Attendings and APPs reported prescribing 
hydrocodone-acetaminophen significantly more than residents 
(p = 0.002) (Table 2).

Red flags
History of drug abuse was most commonly identified by 

providers as being a red flag for misuse (n= 48, 75.0%). Frequent 
ER visits and a positive urine drug screen were the next most 
common red flags. Previously seen in a pain clinic, multiple pain 
sites and current use of marijuana were identified the least (Table 
3).

Discussion
Pain is one of the most common reasons for ambulatory 

visits, and the prevalence of chronic pain has increased over the 
years. There also remains a lack of evidence supporting the use 
of opioids beyond the short term. In fact, the data continues to 
demonstrate substantial risks associated with chronic opioid 
use. Yet, with limited effective alternatives, the management of 
CNCP is difficult and providers continue to rely on opioids for 
treatment. 

Opinions
It was telling that for this survey, the only question all 

participants agreed on was that the management of chronic 
noncancer pain is challenging. Only two providers who 
completed the survey reported enjoyment working with patients 

Figure 3. Opioid guideline screening questions.
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Figure 4. Opioid risks and guidelines.
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Figure 5: Pain agreements.

I prescribe this for chronic non-
cancer pain N, % true Attending Resident

Acetaminophen-codeine 32 (50%) 11 (29.7%) 17 (56.7)
Tramadol 61 (95.3) 27 (100) 30 (100)
Hydrocodone-acetaminophen* 49 (76.6) 26 (96.3%) 23 (62.2%)
Oxycodone-acetaminophen 44 (68.8) 22 (81.5) 22 (59.5)
Oxycodone IR 50 (78.1) 21 (77.8) 29 (78.4)
Oxycodone ER† 33 (51.6) 19 (70.4) 14 (37.8)
Morphine IR 24 (37.5) 14 (51.9) 10 (27.0)
Morphine ER‡ 34 (53.1) 23 (85.2) 11 (29.7)
Hydromorphone 7 (10.9) 5 (18.5) 2 (5.4)
Fentanyl§ 19 (29.7) 13 (48.1) 6 (16.2)
Methadone‖ 8(12.5) 7 (25.9) 1 (2.7)
True = Agree + Strongly Agree
* p =0.002
† p = 0.013
‡ p = < 0.001
§ p = 0.012
‖ p = 0.008

Table 2. Pharmacologic agents.

N, % true Attending & APPs Residents
Requests medication by name 44 (68.8) 17 (63) 27 (73)
Multiple pain sites 23 (35.9) 7 (25.9) 16 (43.2)
Frequent ER visits for pain 47 (73.4) 18 (66.7) 29 (78.4)
Frequent clinic visits for pain 37 (57.8) 12 (44.4) 25 (67.6)
Frequent calls to clinic for pain 35 (54.7) 14 (51.9) 21 (56.8)
Discharged from pain clinic 40 (62.5) 13 (48.1) 27 (73.0)
Previously seen in Pain Clinic 15 (23.4) 6 (22.2) 9 (24.3)
New patient to provider 12 (18.8) 5 (18.5) 7 (18.9)
History of drug abuse 48 (75%) 18 (66.7) 30 (81.1)
History of alcohol abuse 41 (64.1) 16 (59.3) 25 (67.6)
Positive urine drug screen 45 (70.3) 18 (66.7) 27 (73.0)
Current use of marijuana 26 (40.6) 13 (48.1) 13 (35.1)
Requests increase dose 35 (54.7) 15 (55.6) 20 (54.1)
Requests increase quantity 28 (59.4) 14 (51.9) 24 (64.9)
Just a sense 20 (31.2) 8 (29.6) 12 (32.4)

Table 3. Red flags.

with CNCP. Likewise, there was just a single provider who found 
prescribing opioids for patients with CNCP a satisfying aspect of 
his/her career. Most providers felt patients with CNCP are high 

utilizers of healthcare resources and that managing CNCP is a 
problem in their respective clinics. These opinions, unfortunately, 
are hardly unexpected. Past studies have shown that providers 
often feel unsatisfied and frustrated managing patients with 
chronic pain [8,15]. Moreover, patients with chronic pain have a 
stigma associated with their diagnosis [16]. Whether this leads to 
provider frustration or vice versa is unclear. 

Of our survey participants, only 22 of 64 (34.4%) felt that 
pain was more emotional than medical. This is less than what 
Jamison et al found in their study, with 50% of participants 
agreeing that pain was more emotional [17]. Despite our study 
revealing provider frustration with managing patients with CNCP, 
the response seems to indicate that providers believe that their 
patients’ pain is real. This discordancy might be explained by 
the general lack of effective treatments and a dearth of formal 
opioid training in medical school and residency. Less than half of 
respondents (28/64 = 43.75%) felt adequately trained to manage 
opioids, which is also consistent with what Jamison found in 
his study (46.4%). Also, similar to the Jamison 2014 study, our 
participants worried about misuse and addiction (n= 61, 95.3%; 
n =55, 85.9%, respectively). 

When it came to questions regarding confidence with 
managing CNCP, adjusting opioid doses, and training, most 
physicians and APPs reported feeling comfortable while most 
residents did not. This seems logical, as the natural progression 
for trainees is to become comfortable with medicine the more 
they practice it and with the experiences they accumulate. 
Another explanation would be the lack of adequate education 
and training on the topics of chronic pain and opioids at multiple 
levels. Mezei and Murinson found that just 4 of 104 U.S. medical 
schools included in their study had a required pain course [18]. 
Other studies have shown that both residents and practicing 
providers feel their training in CNCP to be fair, at best [19,20]. 

Responses to these questions were also different based on 
clinic site. The majority of VA providers reported both feeling 
confident in their ability to manage CNCP and adequately trained 
to manage chronic opioids, which was in contrast to non-VA 
providers. This may be the result of specific government policies 
and mandates. Continuing Medical Education (CME) may be an 
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avenue to educate providers post-training but requirements for 
opioid-related CME vary by state [21].  

Guidelines
There are several chronic pain and opioid management 

resources available to providers. Despite this, less than a third of 
residents reported being familiar with these tools or even used 
them when assessing a patient’s pain. It is possible that because 
chronic pain is generally managed in the outpatient setting, 
residents with the typical half day of continuity clinic once a week 
may not have adequate exposure to patients with chronic pain. 
Despite this, the majority of residents, APPs and attendings still 
reported risk stratifying their patients. It could simply be that 
providers are unclear what constitutes pain screening tools. Most 
asked their patients about personal history of substance use and 
psychiatric illness. This was expected as past studies have shown 
an association between mental health and chronic pain [22-24].  

Urine drug screens and accessing the state prescription drug 
monitoring program (PDMP) are two ways to assess risk and the 
harm with opioids. They have been listed as recommendations 
by many guidelines, with the CDC’s guideline making specific 
recommendations for both. 

Most providers reported checking a UDS annually and if 
opioids are prescribed for three or more months. Less ordered a 
UDS only if they had concerns about misuse or abuse. In terms of 
the PDMP, fewer reported checking the site annually and instead 
checked it if they had concerns about opioid misuse or abuse. 
It was notable that most providers obtained a UDS annually 
but did not check the PDMP. This highlights the issue with the 
PDMP, primarily that it is both time consuming and cumbersome 
to access [25]. This is of importance as many states now require 
providers access and check the PDMP before prescribing opioids 
[26,27]. 

Pain agreements are another aspect recognized by numerous 
guidelines as part of the management of CNCP [4,28,29]. 
However, it is notable that pain agreements have not been proven 
to be improve patient outcomes and the effectiveness of written 
agreements has not been evaluated [30,31]. Our results are in 
line with previous studies that showed most providers agreed 
that pain agreements were useful in managing CNCP and felt they 
protected them as prescribers [32-34]. Our survey responses 
showed that generally providers used pain agreements after 
three or more refills. 

Clinic setting

There were numerous differences in responses based on 
clinic setting. Most VA providers reported checking the PDMP at 
least annually while most of their non-VA counterparts did not.

More non-VA providers reported using fentanyl for CNCP 
treatment and felt more comfortable prescribing methadone 
compared to VA providers. In addition, more VA providers 
compared to non-VA providers reported that they were unlikely 
to prescribe opioids if a patient was on a benzodiazepine and vice 
versa. The VA has been proactive in many chronic pain and opioid 
related matters. These survey findings may reflect additional 
education, implementation of specific protocols or system-wide 
changes. It may also be a result of just having the experience 

managing a certain volume of patients with a specific diagnosis, 
as the prevalence of certain conditions are known to be higher in 
the Veterans population as compared to a civilian one [35-37].  

Overall, survey responses reveal that the frustration with 
treating chronic noncancer pain is not limited to practice 
environment or provider type. Results show that for certain 
topics, residents’ responses differed from non-residents and 
VA providers differed from non-VA providers. This may be a 
reflection of experience and government policies, respectively. 
The responses also further demonstrate the desperate need 
for formal undergraduate and graduate medical education on 
chronic pain and opioids. 

As new recommendations and guidelines filter into practice, 
it’s unknown how providers respond to them. To our knowledge, 
there has not been any recent study that has compared providers 
practicing at two distinct sites.   

Limitations
There are a number of limitations to this study. First, response 

rate was average. Second, the survey questions have not been 
validated. Thirdly, certain terminology used in the survey was 
not defined. “Pain screen tool,” for example, could mean different 
things to different providers. There may also be some component 
of selection and recall bias given the inherent nature of surveys. 
Along the same lines, the results of this study were based on self-
report. In addition, it is possible that the monetary incentive could 
have influenced participation. Of note, the survey was conducted 
prior to the publication of the CDC’s opioid guideline. It was also 
done before Wisconsin’s Hope Law, which made it mandatory 
(with some exceptions) for providers to access the PDMP before 
prescribing opioids, went into effect. 

Conclusions
Survey results show that providers find managing chronic 

noncancer pain challenging and unpleasant, regardless of their 
clinic location or the type of provider they are. Providers at the VA 
appear to be more aware of recent opioid guidelines compared to 
their colleagues in other clinical settings. 
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