
Background: The management of chronic pain is complex and often involves the integration 
of multiple clinical, humanistic, and economic factors. Primary care physicians (PCPs) are often 
at the forefront of managing chronic pain and often initiate pharmacological pain management 
therapy. To date little is known surrounding the pain management practices of PCPs. 

Objective: The purpose of this study is to assess the knowledge and practice of PCPs in 
management of chronic pain.

Study Design: A survey.

Setting: Western region of Pennsylvania, US.

Methods: A cross-sectional questionnaire survey evaluated PCPs pain management treatment 
practices including assessment of chronic pain, procedural activities surrounding therapy, 
decision-making input, and knowledge for therapeutic pain management including the 5 main 
classes of medications. The questionnaire was developed based on a review of the literature 
including published chronic pain guidelines. The questionnaire was mailed to a convenience 
sample of 300 PCPs practicing in Western Pennsylvania. The study was approved by the University 
Institutional Review Board.

Results: The survey had a response rate of 16%. The respondents on average treated 30 chronic 
pain patients per month predominately in a community setting. The most common conditions 
treated included osteoarthritis, back and neuropathic pain. Although the major reported source 
of education was published literature, only 67% respondents referred to pain management 
guidelines. Multiple knowledge and practice gaps were identified surrounding pharmacological 
treatment, medication management including compliance practices, and pain assessment. 

Limitations: Although low, the response rate is comparable to response rates for other chronic 
pain management topics including anticoagulation and prescription patterns for chronic pain 
physicians. Also, greater than 50% of the respondents were from private practice, therefore, 
the results may not pertain to other practice settings including academic and hospital-based 
practices.

Conclusions: The survey provided significant insight into PCP practices and highlights areas for 
future educational efforts. Further opioid prescribing education would be beneficial especially 
regarding the utilization of opioid risk assessment tools, the selection of opioids, and opioid end 
organ effects. Furthermore, patient education on the realities of chronic pain management and 
the importance of nonpharmacological treatment are needed in order to reduce the challenges 
faced by PCPs surrounding chronic pain management.
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knowledge of PCPs regarding the therapeutics of pain 
medication, assessment and patient monitoring prac-
tices, within the framework of both evidence-based 
medicine and professional association guidelines for 
chronic pain treatment. 

Methods 

Study Design
The cross-sectional questionnaire survey evaluated 

PCPs pain management treatment practices including 
adherence to evidence-based chronic pain manage-
ment guidelines, level of patient monitoring, knowl-
edge, educational sources, and patient challenges and 
barriers for appropriate chronic pain treatments. The 
study was approved by the University Institutional Re-
view Board.

Instrument Description
The questionnaire was developed based on an 

extensive review of the literature including published 
professional association guidelines. The survey included 
close ended, fixed choice questions assessing physician 
knowledge and practice. Prior to administration, the 
questionnaire was tested for content validity and clar-
ity by a pain specialist and was pilot tested on a lim-
ited number of PCPs (n = 5). The survey instrument is 
included in Appendix A. 

Survey Administration
Following pilot testing, the questionnaire was 

mailed in the summer of 2015 to a convenience sample 
(n = 300) of PCPs practicing in Western Pennsylvania. 
The survey responses were evaluated for knowledge 
determination and compliance with evidence-based 
guidelines. When possible, the evidence-based knowl-
edge questions were categorized as true or false 
responses if peer-reviewed references provided well-
defined knowledge information. When conflicting or 
inconclusive evidence existed for a specific question, 
the question was classified as conflicting or inconclu-
sive evidence. In addition, the opioid prescribing survey 
responses were compared to the 12 opioid prescribing 
recommendations detailed in the CDC Guideline for 
Prescribing Opioids for Chronic Pain to evaluate prac-
tice compliance prior to publication in 2016. In order to 
discuss the results, a threshold of greater than or equal 
to 75% adherence rate to evidence-based research was 
chosen for the evidence-based knowledge questions.

Primary care physicians (PCPs) are often at the 
forefront of pain treatment for the estimated 
100 million Americans suffering from chronic 

pain. A 2003 survey conducted to gauge the perception 
of pain sufferers reported that most pain sufferers (63%) 
had seen their family doctor for help (1). Furthermore, 
a large percentage of a PCPs’ practice will involve some 
management of chronic pain since the prevalence of 
chronic pain is more than the combined incidences of 
diabetes, heart disease, and cancer in the United States 
(US) (2).  

The knowledge base of a PCP is critical to guiding 
appropriate pain management care. The management 
of chronic pain is complex and involves the integration 
of multiple clinical, humanistic, and economic factors 
(1). Primary care physicians are often involved in the 
initiation of pain management therapy, especially phar-
macologic therapy. Appropriate treatment of chronic 
pain involves accurate patient assessment, adherence 
to evidence-based treatment guidelines, appropriate 
patient monitoring, and specialized physician knowl-
edge of treatment interventions. 

In the US, opioid prescriptions by PCPs has been 
increasing since 2007 without corresponding evidence 
for their widespread use for chronic noncancer pain (2). 
Recognizing the importance of PCPs in the manage-
ment of pain and the opioid epidemic, the Center for 
Disease Control and Prevention (CDC) in March of 2016 
issued PCP opioid prescribing guidelines (2-5). Some of 
the key action statements in the guidelines include: 1) 
preference for non-opioid medication for chronic pain 
treatment; 2) risks and benefits should be considered 
before opioids; 3) treatment goals for opioid therapy 
should be established; 4) consider lowest possible dose 
and consider risks when increasing to 50 morphine mil-
ligram equivalents or more per day; 5) avoid multiple 
opioids or benzodiazepines with opioids; 6) continued 
assessment at a minimum of every 3 months and review 
drug monitoring data for high risk patients; and 7) 
provide treatment options for patient with opioid use 
disorder. 

Given the important role PCPs play in the man-
agement of chronic pain, it is surprising to note that 
the assessment, prescribing and monitoring of chronic 
pain patients in a primary care setting has not been 
extensively studied raising concerns regarding ap-
propriate treatment. The aim of this study is to assess 
the knowledge and practice of PCPs in treating chronic 
pain patients. Specifically, the research will assess the 
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Statistical Analysis
Descriptive statistics were utilized for patient demo-

graphic and practice characteristics such as assessment 
and monitoring practices with categorical variables rep-
resented with n (%) and continuous variables reported 
as mean and standard deviation (SD). The respondents 
were asked to rank 6 sources of information in order: 
published literature, pharmaceutical drug representa-
tives, expert opinion, medical liaisons, clinical experi-
ence and academic detailers. All statistical analysis was 
conducted using Statistical Package for Social Sciences 
version 22.0 (SPSS Inc., Armonk, NY: IBM Corp.).

Results

A total of 48 useable responses were received for 
a response rate of 16%. Table 1 summarizes physician 
demographic and practice characteristics. The major-
ity of the sample was comprised of middle-aged, male 
physicians with an average of 19 years in practice, 
primarily practicing in suburban settings treating an 
average of 20 chronic pain patients a week. In de-
scending order osteoarthritis, back, and neuropathic 
pain were the most common pain states treated. Only 
67% of respondents referred to pain management 
guidelines. The major source of educational informa-
tion was published literature (58.3%) with clinical ex-
perience as the second highest rated source (31.3%). 
Educational information from drug representatives 
(2.1%), medical liasons (4.2%), and academic detail-
ers (4.2%) accounted for the least referenced educa-
tional sources.

Table 2 presents assessment practices for chronic 
pain. Approximately 50% of surveyed PCPs used pain 
assessment scales for chronic pain and continued their 
utilization at time of follow-up. For opioid pain man-
agement, greater than 68% of surveyed PCPs did not 
utilize opioid risk assessment tools either prior to initia-
tion or at follow-up for opioid therapy. 

Table 3 presents PCPs perceived importance of pro-
cedures/activities before initiating chronic pain therapy. 
Assessing physical history and discussing the risks and 
benefits of treatment were rated as highly important 
by 100% of the sample. Assessing psychiatric and medi-
cal comorbidities, medication history, identifying bar-
riers, and discussing non-pharmacological treatment 
were rated as extremely important by over 90% of the 
sample. Furthermore, assessing pain duration, utilizing 
a written contract and categorizing pain based upon 
biological mechanism was extremely important to the 
majority of the sample. Using a pain rating scale for 

every visit was rated as low importance by slightly over 
half of the sample. 

Table 4 reports the frequency of challenges that 
PCPs face in treating patients with chronic pain. The 
two most prevalent challenges cited were resistance 
to non-pharmacological treatment (mean = 4.23, SD = 
0.92) and unrealistic treatment expectations (Mean = 
4.17, SD = 0.86). Poor adherence and cultural beliefs 
were perceived as less frequent challenges. Chemical 

Table 1. Physician demographic and practice characteristics (n 
= 48).

Characteristic n (%) 

Gender 

     Female 13 (27.1)

     Male 35 (72.9)

Age, mean+ SD 48.98 (11.45)

Years in Practice, mean+ SD 19.17 (11.44)

Type of Practice 

     Hospital 5 (10.4)

     Academic 4 (8.3)

     Private Practice 28 (58.3)

     Other 11 (22.9)

Location of Practice 

     Urban 19 (39.6)

     Suburban 27 (56.3)

     Rural 1 (2.1)

     Other 1 (2.1)

No. Chronic Pain Patients per Month, 
median, mean+ SD 20.00, 30.53 (30.40)

Referral to Guidelines for Therapy

     Yes 16 (33.3)

     No 32 (66.7) 

Diseases Treated for Chronic Pain* 

     Cancer 38 (79.2)

     Migraine 30 (62.5)

     Neuropathic Pain 43 (89.6)

     Nociceptive Pain 19 (39.6)

     Osteoarthritis 46 (98.8)

     Multiple Sclerosis 20 (41.7)

     Radicular Pain 39 (81.3)

     Mixed Types of Pain 30 (62.5)

     Fibromyalgia 37 (77.1)

     Back Pain 46 (95.8)

     Visceral Pain 20 (41.7)

*The percentage represents the percent of primary care physicians 
surveyed that treat patients with the listed chronic pain state.
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Yes 
n (%)

No
n (%)

Use of Opioid Risk Assessment Tools before Treatment 15 (31.3) 33 (68.8)

Use of Assessment Tools for Follow-up 11 (30.6) 25 (69.4)a

Use of Pain Assessment Scales for Chronic Pain 26 (54.2) 22 (48.5)

Use of Pain Assessment Scales for Follow-up Care 25 (64.1) 14 (25.9)b

Table 2. Assessment of  chronic pain (n = 48).

amissing data = 12
bmissing data = 9

Low
n (%)

High
n (%)

Mean SD

Assessing Physical History 48 (100) 4.90 0.309

Assessing Psychiatric Comorbidities 2 (4.2) 46 (95.8) 4.73 0.536

Assessing Medical Comorbidities 3 (6.3) 45 (93.8) 4.6 0.610

Categorizing Patient Pain Based on Underlying Biological Mechanism 10 (20.8) 38 (79.2) 4.15 0.945

Assessing Medication History 1 (2.1) 47 (97.9) 4.81 0.445

Assessing Pain Duration 7 (14.6) 41 (85.4) 4.46 0.798

Identifying Barriers to Chronic Pain Treatment 4 (8.3) 44 (91.7) 4.52 0.652

Discussing Risk and Benefits of Chronic Pain Treatment 48 (100) 4.73 0.449

Utilizing a Written Contract for Pain Medication 5 (10.4) 43 (89.6) 4.38 0.866

Using a Pain Rating Scale for Every Visit 25 (52.1) 23 (47.9) 3.35 1.240

Discussing Non Pharmacological Therapy 1 (2.1) 47 (97.9) 4.69 0.512

Table 3. Importance* of  procedures/activities before and after initiating chronic pain therapy (n = 48).

* Measured on a scale of 1-5 where 1 = Not Important; 5 = Extremely important
Low importance  = 1-3 on importance scale
High importance  = 4-5 on importance scale
SD = Standard Deviation

Mean SD

Unrealistic Treatment Expectations 4.17 0.859

Aberrant Opioid Behavior 3.35 0.102

Poor Adherence 2.83 1.17

Chemical Dependency 3.54 1.09

Cultural Beliefs of the Patient 2.71 1.22

Lack of Social Support 3.58 1.04

Patient Health Literacy 3.23 1.12

Formulary Restrictions 3.19 1.21

Patient's Financial Problems 3.48 1.03

Resistance to Non-Pharmacological Treatments 4.23 0.928

Table 4. Frequency* of  challenges faced in treating patients with 
chronic pain (n = 48).

* Measured on a scale of 1-5 where 1 = Not Frequent; 5 = Extremely 
Frequent 
SD = Standard Deviation

Mean SD

Drug Effectiveness 4.17 0.559

Drug Safety 4.69 0.589

Drug Cost 4.19 0.79

Patient Preference for Therapy 3.29 1.03

Ease of Drug Administration 4.08 0.821

Patient Socioeconomic Status 3.31 1.206

Drug Interactions 4.52 0.714

Patient Medical History 4.56 0.649

History of Substance Abuse 4.85 0.412

Table 5. Importance* of  assessment parameters for selecting 
pharmacotherapeutic treatment in patients with chronic pain.

* Measured on a scale of 1-5 where 1 = Not Important; 5 = Extremely 
Important 
SD = Standard Deviation
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dependency, lack of social supports and financial prob-
lems were viewed as somewhat more frequent. 

The relevant factors involved in therapeutic agent 
selection are shown in Table 5. Patient factors including 
medical and substance abuse history as well as drug ef-
fectiveness, safety, cost, and drug interactions were all 
viewed as extremely important. Interestingly, patient 
preferences and socioeconomic status were rated as less 
important. 

PCPs’ knowledge on 5 main classes of medica-
tions (antidepressants, anticonvulsants, opioids, and 
acetaminophen and nonsteroidal anti-inflammatory 
drugs and topical agents) utilized for chronic pain were 
assessed (Table 6) (19-59). The first set of questions as-
sessed the knowledge of evidence for antidepressant 
use. The respondents scored 75% or better adherence 
rate on 4 of the 12 conclusive evidence questions. Of 
particular note was that 29.2% and 16.6%, respectively, 
either cited no evidence or were not sure regarding the 
safe use of TCAs with cardiac patients. The requirement 
for ECGs for patients above 40 years of age was cited 
as no evidence or not sure by 25% and 29.1% of the 
respondents, respectively.

For the anticonvulsants questions, only 1 out of 
8 had an adherence rate of greater than 75%. Ap-
proximately 37.6% of the respondents believed that 
it is safe to stop anti-epileptics which is not consistent 
with the available evidence recommending tapering 
because withdrawal symptoms can develop in addition 
to exacerbation of psychotic symptoms in vulnerable 
populations. Pregabalin can be associated with suicidal 
thoughts and depression and still 71.9% of the respon-
dents either were not sure or cited no evidence. Also, 
the respondents did not meet the 75% adherence level 
for evidence regarding anticonvulsants use for nocicep-
tive pain, caution for use for gabapentin and pregaba-
lin in renal insufficiency and the use of gabapentin for 
lower back pain.

Regarding opiate prescribing, this study was con-
ducted before the publication of the CDC guidelines 
(2-5). However, 3 of the survey questions paralleled the 
CDC guidelines. Regarding the use of opioids as first 
line therapy for chronic pain, while the CDC guidelines 
do not recommend opiates as a first line treatment, 
the respondents were divided based on the available 
evidence. Also, 90% of the respondents preferred 
long-acting opioids over short-acting while the CDC 
guidelines recommend the opposite. Finally, the CDC 
guidelines recommend against opioid doses exceeding 
90 MME per day, but the respondents were split be-

tween no evidence or not sure with only 22.9% citing 
evidence for the guideline recommendation. Although 
the evidence is inconclusive or conflicting, the effec-
tiveness of random drug screens compared to routine 
screens were endorsed by 91.7% of the respondents. A 
total of 89.7% of PCPS stated there was evidence dem-
onstrating preference for the use of extended release 
opioids over immediate release and 39.6% stated that 
there was evidence of reduced respiratory depression 
when opioids are used for chronic pain management in 
comparison to acute pain management. For the 2 ques-
tions, which seem to have equivocal evidence [fixed 
interval versus PRN dosing (6), neonatal risk in pregnant 
women (7), driving safely on opioid prescriptions (8)] 
greater than 50% of the respondents stated that there 
was evidence for these practices. 

Finally, for NSAIDS, acetaminophen, and topical 
agents, the 75% threshold for adherence to evidence 
was not achieved by the respondents regarding the fol-
lowing questions: acetaminophen as a better agent for 
first line therapy in lower back pain; capsaicin cream 
as first line therapy in HIV neuropathy; and lidocaine 
patch as an effective first line therapy for postherpetic 
neuralgia. Additional analyses was conducted compar-
ing private practice physicians with all other categories 
primarily focusing on the opioid knowledge questions 
that parallel the CDC guidelines and drug information 
sources. There were no statistical differences observed 
between the groups on these selected parameters.

discussion

Primary care physicians are often at the forefront of 
chronic pain management. The survey results here pro-
vide significant insight into PCP practices and highlight 
areas for future educational efforts that are needed to 
enhance pain management. First, educational efforts to 
enhance PCP understanding of evidence-based guide-
lines, pharmacological management, opioid compli-
ance monitoring, and pain assessment of chronic pain 
are needed. In addition, the survey highlights the need 
for patient education on the realities of chronic pain 
management and the importance of nonpharmacologi-
cal treatment.

Our data indicate that PCPs have significant insight 
into the importance of knowledge acquisition sur-
rounding patients’ physical and mental status includ-
ing medical and psychiatric comorbidities including 
substance abuse prior to the initiation of chronic pain 
therapy. Greater than 90% of the surveyed physicians 
considered assessing physical history, psychiatric co-
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Evidence
n (%)

No Evidence
n (%)

Not Sure/
Don't Know

n (%)

True/False
(Ref)

Antidepressants

Conclusive Evidence

TCAs are First Line Therapy for Neuropathic Pain 36 (75) 5 (10.4) 7 (14.6) True (13,14,19,20)

TCAs have an Immediate Onset of Action 5 (10.4) 31 (64.6) 12 (25) False (14)

TCAs are Administered Early Morning 2 (4.2) 39 (81.3) 7 (14.6) False (14)

TCAs Cause Anticholinergic Side Effects 44 (91.7) 2 (4.2) 2 (4.2) True (13,14,20)

Starting Dose TCAs < 25 mg 29 (60.4) 9 (18.8) 8 (16.7) True (14,20)

Secondary TCAs Commonly Used as They Cause Fewer Side Effects 11 (22.9) 15 (31.3) 20 (41.7) True (13,14,19)

TCAs are Safely Used in Patients with Cardiac Disorders 14 (29.2) 23 (47.9) 8 (16.6) False (14,19,20)

TCAs Contraindicated in Patients with Suicide Tendencies 18 (37.5) 20 (41.7) 10 (20.8) False (21,22)

Maximum Doses of TCAs < 100 mg for Neuropathic Pain 15 (31.3) 18 (37.5) 15 (14.6) True (20)

ECGs Required for Patients above 40 years for Initiation of TCAs 21 (43.8) 12 (25) 14 (29.1) True (14, 23)

Duloxetine First Line Therapy for Patients with Diabetic Neuropathy 19 (39.6) 20 (41.7) 9 (18.7) True (20,24,25)

SNRIs Effective for Treatment of Fibromyalgia 38 (79.2) 4 (8.3) 6 (12.6) True (26-28)

Conflicting or Inconclusive Evidence

SNRIs First Line Therapy Chronic Low Back Pain 17 (35.4) 20 (41.7) 11 (22.9) (29)

SSRIs Manage the Psychological Symptoms for Chronic Pain 41 (85.4) 3 (6.3) 4 (8.4) (30)

Anticonvulsants

Conclusive Evidence

Utilization for Neuropathic Pain 42 (87.5) 0 (0) 5 (10.5) True (13,14,20)

Utilization for Nociceptive Pain 29 (60.4) 6 (12.5) 12 (25) False (31,32)

Safe to Stop without Tapering Anti-Epileptics 9 (18.8) 29 (60.4) 9 (18.8) False (33-35)

Correlation Between Gabapentin and Depressive Symptoms 13 (27.1) 18 (37.5) 16 (33.4) True (36-37)

Gabapentin Effective for Lower Back Pain 27 (56.3) 10 (20.8) 9 (18.7) False (38)

Gabapentin to be Used with Caution in Patients with Renal 
Insufficiency 30 (62.5) 9 (18.8) 8 (16.7) True (39,40)

Pregabalin Used with Caution in Patients with Renal Insufficiency 29 (60.4) 5 (10.4) 13 (27.1) True (40)

Correlation Between Pregabalin and Suicide/Depression 13 (27.1) 14 (29.2) 20 (41.7) True (35,41)

Opioids 

Conclusive Evidence

Can Be Given As First Line Therapy for Chronic Pain 20 (41.7) 22 (45.8) 6 (12.5) False (3,4)

Long Acting Opioids Preferred over Short Acting 43 (89.6) 5 (10.4) 0 (0) False (3,4,7,42)

Laxatives for All Patients on Chronic Opioid Therapy 28 (58.3) 17 (35.4) 3 (6.3) True (43)

Opioid Rotation Helpful in Patients with Intolerable Side Effects 23 (47.9) 6 (12.5) 19 (39.6) True (43,45)

Neonatal Risk in Pregnant Women 25 (52.1) 17 (35.4) 6 (12.5) True (46)

Respiratory Depression Not Common at Doses for Chronic Pain 19 (39.6) 18 (37.5) 11 (22.9) False (47)

Methadone Less Risk for Adverse Neonatal Events 9 (18.8) 16 (33.3) 23 (47.9) False (48-51)

Testosterone Should be Considered for Men 14 (29.2) 3 (6.3) 31 (64.6) True (52)

Testosterone Should be Considered for Women 2 (4.2) 13 (27.1) 32 (66.7) False (52)

Opioids Dose Should Not Exceed 100 mg Morphine or Morphine 
Equivalent 11 (22.9) 19 (39.6) 18 (33.4) True (5)

Table 6. Evidence based knowledge for chronic pain therapeutics.
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Evidence
n (%)

No Evidence
n (%)

Not Sure/
Don't Know

n (%)

True/False
(Ref)

Conflicting or Inconclusive Evidence

Random Drug Screen More Informative than Routine Screening 44 (91.7) 0(0) 4(8.4) (3, 43,44)

Patients Can Drive Safely on Opioids 26 (54.2) 10 (20.8) 12 (25) Mixed (53,54)

Opioid – anticonvulsants are safer than opioids alone 26 (54.2) 10 (20.8) 12 (25) Mixed (55)

Fixed Interval Allows Better Pain Control than PRN 43 (89.6) 3 (6.3) 2 (4.2) Mixed (56)

NSAIDs and Acetaminophen

Conclusive Evidence

Acetaminophen is better than NSAIDS as First Line Therapy in 
Chronic Back Pain 22 (45.8) 17 (35.4) 9 (18.7) False (29)

Conflicting or Inconclusive Evidence

Acetaminophen is the First Line Therapy in Osteoarthritis 40 (83.3) 7 (14.6) 1 (2.1) Mixed (57,58)

NSAIDSs can be Effective First Line Therapy in Mild to Moderate 
Back Pain 45 (93.8) 1 (2.1) 2 (4.2) Mixed (59)

Topical Agents

Conclusive Evidence

Capsaicin Cream is First Line Therapy in HIV Neuropathy 7 (14.6) 8 (16.7) 33 (68.8) False (20)

Lidocaine Patch is Effective as First Line Therapy Post-Herpetic 
Neuralgia 35 (72.9) 6 (12.5) 7 (14.6) True (13)

Conflicting or Inconclusive Evidence

Capsaicin Cream is Effective Post-Herpetic Neurologic Patients 37 (77.1) 4 (8.3) 7 (14.6) Mixed (20)

Table 6 con’t. Evidence based knowledge for chronic pain therapeutics.

morbidities, medical comorbidities, and medication 
history highly important prior to the initiation of 
therapy. These practices are reassuring since managing 
chronic pain is complex and includes multiple variable 
assessments during the decision process. A recent claims 
data analysis examining pain management in 4 cohorts 
of patients demonstrated that chronic pain patients 
have on average 4 or more prescribing physicians and 
greater than 50 prescription claim counts over a 2-year 
period (9). Both of these data points further reinforce 
the importance of the measures taken by PCPs in the 
survey prior to the initiation of chronic pain therapy. 

In addition to the importance of assessing medical 
and psychiatric comorbidities, the PCPs in the survey 
also understood the importance of gathering patient 
history before initiating chronic pain therapy. When 
selecting pharmacotherapeutic treatment options 
for chronic pain management, the PCPs survey listed 
drug effectiveness, drug safety, drug cost, and ease of 
drug administration as highly important. Both medica-
tion regimen and cost have been shown to influence 
compliance with therapy in multiple disease states. 
When regimen complexity and burden is reduced, 

compliance with therapy increases (10). Furthermore, 
when cost-sharing increases adherence to medication 
management protocols decreases (11). Therefore, cost 
assessment, including patient financial responsibility, 
should be factored in decision-making when select-
ing pharmacotherapeutic agents for the treatment of 
chronic pain.

One area of assessment that would benefit from 
additional education is the importance of pain assess-
ment. Among the PCPs surveyed in the study, less than 
50% of the respondents viewed the use of pain assess-
ment scales in follow-up care as important. Additional-
ly, less than 50% of responding PCPs thought that using 
a pain rating scale at each follow-up visit was of high 
importance. The assessment of pain is a critical step in 
providing high-quality pain management. A lack of 
appropriate pain assessment has been shown to nega-
tively influence the quality of pain care (12). Therefore, 
additional education is warranted on appropriate pain 
assessment tools and in encouraging PCPs to regularly 
assess pain control at follow-up care.

Significant evidence gaps were identified in the 
use of nonopioid pharmacotherapeutics for pain man-

Due to missing data, some statements have less than 48 responses.
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agement. A large number of physicians in the survey 
treated conditions that often utilize non-opioid forms 
of pain control as the first line of treatment. Approxi-
mately 90% of the patients treated by the PCPs had 
neuropathic pain and 99% had osteoarthritic pain. 
Both of these conditions utilize non-opioid pharmaco-
therapeutic treatment options for pain management. 
Evidence gaps were identified in the use of non-opioid 
medications commonly used for the treatment of neu-
ropathic pain including antidepressants and anticonvul-
sants (13). 

Evidence-based guidelines have been published for 
the pharmacological management of neuropathic pain 
which have defined first line, second line, and third line 
medications (13,14). These recommendations not only 
assess efficacy but also provide insight on side-effects 
and appropriate prescribing. Unfortunately, a majority 
(67%) of responding physicians did not seem to refer 
to guidelines for therapy. This suggests that when pain 
management guidelines are published, educational 
efforts should not only be made to chronic pain physi-
cians but also the PCPs. 

Based on the survey responses regarding opioid 
therapy, additional education is warranted. Primary 
care physicians represent the largest group of opioid 
prescribers in the US (15). The CDC published opioid 
guidelines in 2016 based on the significant role that 
PCPs play in the management of chronic pain and in 
prescribing opioids (4,5). Although the survey occurred 
prior to the guidelines and the associated 12 recommen-
dations for opioid therapy, it provides insight into PCP 
practices and reaffirms the recommendations made by 
the CDC guidelines. Multiple areas surrounding opioid 
therapy requiring further education were highlighted 
in the survey including the use of opioids as first-line 
treatments and opioid risk assessment tools prior to the 
initiation of therapy, safe dose limits, extended release 
opioids, impact of opioids on the endocrine and respi-
ratory systems, and the influence of opioids on driving 
ability. In addition, continued reinforcement of impor-
tant practice patterns already being highly considered 
by PCPs including assessment of substance abuse and 
discussing the risks and benefits of chronic pain treat-
ment should continue.

Based on the survey results, further patient educa-
tion is needed on chronic pain management treatment, 
the realities of treatment, and the goals of treatment. 
The management of chronic pain is often challenging 
and treatment results may be limited, with complete 

pain relief often not achievable. Challenges high-
lighted in the survey included unrealistic treatment 
expectations and resistance to nonpharmacological 
treatments. Our data is in agreement with previous 
data demonstrating the discrepancy between patients 
and physicians on management goals for chronic pain 
treatment (16). The patient level of health literacy was 
also highlighted. Additional patient education may fur-
ther help increase patients’ knowledge levels and align 
patients and PCPs on chronic pain management goals.

As with any survey, limitations exist. First, the re-
sponse rate was 16%. Although low, this response rate 
is comparable to response rates of 14% and 13% for 
other chronic pain management topics including anti-
coagulation and prescription patterns for chronic pain 
physicians (17,18). In addition, greater than 50% of 
the respondents were from private practice; therefore, 
the results may not pertain to other practice settings 
including academic and hospital-based practices. Even 
though the survey has limitations, it still provides sig-
nificant insight into PCP pain management practices in 
the community setting for a group of physicians with 
an average of approximately 20 years in clinical prac-
tice that treat on average greater than 30 individuals 
dealing with chronic pain per month. In addition, the 
responding physicians treated a wide variety of pain 
states including neuropathic, nociceptive, osteoarthri-
tis, radicular, fibromyalgia, and back and cancer pain. 
The survey is representative of the primary care practice 
setting where the predominance of care is provided 
to patients in the US, the community, and outpatient 
setting. 

conclusion

In conclusion, this study provides insight into PCPs’ 
chronic pain management practices and highlights 
areas required for further education. Additionally, the 
survey defines the importance of increasing patients’ 
knowledge of chronic pain treatment. When guidelines 
are published, educational efforts should be placed on 
informing not only pain management physicians but 
also PCPs. PCPs are often at the forefront of pain man-
agement treatment and enhancement in knowledge 
will ultimately influence pain management outcomes 
and treatment.

Appendix 1 is available online at: 
https://asippfiles.sharefile.com/d-sf9150fc78404f2e9
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Appendix A 
QUESTIONNAIRE FOR PRIMARY CARE PHYSICIANS 

Section A 
INSTRUCTIONS: This section gathers information about you and your practice. All responses will be 
kept confidential.  
 

1) Age: ____ Years 
 

2) Gender 
� Male   � Female 

 
3) Years practiced since post-graduate training: __________________ 

 
4) Location of primary practice site: 

 � Urban   � Suburban  � Rural 
 

5) Type of primary practice site:  
Hospital-based                  Academic Institution                Private Practice                Other: 
_____________ 
 

6) On an average, the number of patients with chronic pain seen in your practice per month: 
_____________ 
 

7) Which disease conditions have you treated for chronic pain? Please check all that apply. 

Cancer Pain Osteoarthritis Fibromyalgia 
Migraine Multiple sclerosis Back Pain  
Neuropathic Pain Radicular Pain Visceral Pain 
Nociceptive Pain  Mixed type of Pain Other: ______________

 
8) Which type of Continuing Medical Education (CME) do you usually participate in? Please check all that 

apply 
 

Board Review Preparation Performance in Practice Infant, Child and Adolescent Medicine
Mental Health and Behavior Endocrinology Sports Medicine 
Cardiovascular Medicine Pulmonary Medicine Infectious Diseases 
Neurologic Disorders Family Medicine Update Wellness and Preventive Care
Chronic Illness SAM Working Groups Internal Medicine 
Pain Management Geriatric Medicine Women’s Health  
Emergency and Urgent Care Skin Maternity/ ALSO 

 


