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Management of Chronic Nonmalignant Pain 

 

 
In this issue of the JNLA we are presenting an algorithm or model of care for treating chronic 

nonmalignant pain when prescribing opioids: a standardized way to improve patient care, reduce 

serious stigma for the patient and provide appropriate doctor/patient guidelines to foster a 

working partnership between the patient and the treating physician.
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It has been estimated that over 1/5 of primary care patients have chronic nonmalignant pain 

(CNMP) that interferes with daily activities. These patients tend to be time-consuming, 

confusing and difficult to deal with. The frequent result is often many years of suboptimal 

treatment and unnecessary pain as well as a population highly susceptible to aberrant drug-taking 

behavior, drug dependence, addiction and also unfortunately, medical mismanagement. It has 

been difficult to pin down the numbers but estimates range from 24% to 44% of patients with 

CNMP also have a history of serious substance misuse. The most common substances in this 

latter group are alcohol and opioids, but also marijuana, cocaine or amphetamines.  

 

The usual conditions involving CNMP are: chronic low back pain, arthritic pain, neuropathic 

pain, pancreatitis, fibromyalgia and migraines. In addition to primary care physicians, these 

patients also tend to be seen in orthopedic, neurologic, and psychiatric practices or clinics.  

 

The concept of chemical coping is important to note because opioids are powerful relievers of 

psychological as well as physical pain. Ancillary and sometimes sought-after effects are: 

lowering anxiety, elevating mood and inducing sleep. Because tolerance to these ancillary effects 

may develop faster than the analgesic effects, maladaptive drug-seeking behavior may initiate a 

downward spiral of drug dependence, “doctor shopping,” and addiction. Insufficient dosing and 

ineffective pain management may also bring about similar results.  

 

Some of the usual features that this complicated group of patients share are: medical and 

psychiatric comorbidity, poor communication among several providers, inconsistent prescribing 

practices, inadequate training in assessment and management of CNMP, and limited 

infrastructure for supporting consistent treatment of a “difficult patient.” Since there is a 

continuum of pain and addiction and patients may move toward the dominance of the addiction 

                                                 

 



side of the seesaw, imperceptible to both patient and doctor, it is so important to have a 

standardized approach in place. Also, since chronic pain reduction can be achieved usually at the 

1/3 level, the goal of treatment needs to focus on overall improvement in function and not just 

the reduction of pain intensity.  

 

First some definitions that may be helpful:
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Aberrant medication-taking behaviors (AMTB): taking medication in a manner that is not 

prescribed, which may be because of addiction, pseudoaddiction, chemical coping, or diversion. 

Abuse: taking a medication outside the acceptable standard for that medication so that it causes 

negative consequences but the patient continues to do so anyway.  

Addiction: a primary, chronic, neurobiologic disease with genetic, psychosocial, and 

environmental factors influencing its development and manifestations, such as impaired control 

over drug use, compulsive use, continued use despite negative consequences, craving.  

Appropriate medication use: taking medication as prescribed and only for the condition 

indicated.  

Chemical coping: taking a controlled substance medication inappropriately to obtain 

psychological benefits (anxiety reduction, mood elevation, sedation) other than the purpose for 

which it was prescribed.  

Chronic nonmalignant pain (CNMP): chronic pain associated with diverse diagnoses and 

syndromes that are not terminal but that affect the function of the individual. 

Chronic pain: pain that extends beyond the expected period for healing (6 months) initiated by 

tissue damage, but perpetuated by interaction of physiologic, affective and environmental 

factors. 

Drug-seeking: patient behaviors regarding obtaining controlled substance prescriptions that are 

obvious to prescribers as problematic. 

Malignant pain: pain associated with terminal diagnoses (cancer, AIDS, neurologic diseases) or 

complications of their treatment.  

Misuse: inappropriate medication use; taking a medication for a reason other than prescribed or  

in doses or frequencies other than prescribed.  

Physical dependence: a state of adaptation manifested by a drug class-specific withdrawal 

syndrome produced by abrupt cessation, rapid dose reduction or administration of an antagonist. 

Pseudoaddiction: an iatrogenic syndrome of patient behaviors that occur when pain is 

undertreated.  

 

The are two basic decision pathways to follow:  

Pathway I: 

1. Patient with CNMP 

2. Full diagnostic assessment 

3. Assess for patient history and family history of substance abuse and mental illness. 

4. If there are problem areas, such as a substance abuse history, attempt to first treat with 

physical therapy and non-opioid treatment such as non-steroidal anti-inflammatory drugs, 

tricyclic antidepressants, SSRI’s, SNRI’s, anticonvulsants, and topical preparations. 

Improving sleep also helps to reduce pain and anxiety.
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5. If some or all of these approaches are ineffective, then turn to the use of opioids. 

Treatment at this point goes better with a medication agreement (or contract). Along with 

good documentations and the use of templates and forms, the practitioner is freed up to 

focus on quality medical care. Clarified boundaries reinforce the patient’s responsibility 

for full cooperation with the monitoring function to allow early identification and 

intervention in aberrant medication-taking behavior (AMTB). 

6. If the opioid achieves analgesia and functional improvement, then continue opioid 

treatment using caution with any dose escalation. 

Pathway II: 

7. If the patient starts to demonstrate aberrant medication-taking behavior, you may 

continue opioid treatment but with intensified monitoring, such as increased urine testing, 

smaller prescriptions, and more frequent office visits. 

8. If this approach is effective, you may continue opioid treatment; if you detect continued 

AMTB, then you may continue opioids with caution and intensify monitoring; however, 

you may need to refer for substance abuse treatment, and you may need to slowly 

discontinue opioid therapy and turn back to non-opioid approaches.
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Summary: 

It is most important to keep several principles in mind when treating patients with CNMP. The 

first is that use of opioids with this group of patients is not only possible, but also an important 

part of the practitioner’s treatment armamentarium, when used prudently and within proper 

guidelines. In addition, the focus needs to be on overall functional improvement, not just pain 

reduction. Close monitoring, with pill counts and other reviews, ongoing assessment, 

documentation and patient contracts are essential. Use of opioids in CNMP is not only not 

contraindicated but evidence-based medical practice informs us that there is a wide range of pain 

tolerance/sensitivity amenable to the large number of available opioid and non-opioid 

medications. Practitioners need to become familiar with the options and guidelines, in order to 

properly treat patients with CNMP. 

 

 

 

 
References: 

1. Reid, MC, Engles-Horton LL, et al. Use of opioid medications for chronic noncancer 

pain syndromes in primary care. J Gen Intern Med, 2002; 17: 173-179. 

2. Weaver M, Schnoll S. Addiction issues in prescribing opioids for chronic nonmalignant 

pain. J Addict Med. 2007; 1: 2-9. 

3. Akbik H, et al. Validation and clinical application of the screener and opioid assessment 

for patients with pain (SOAPP). J Pain Symptom Manage. 2006; 32: 287-293.  

4. Weaver MF. Malignant pain or malignant patients. J Opioid Manage. 2006; 2:1-3. 

 

                                                 
4
  


