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Chronic pain affects approximately 20% of the American population, and costs more 
than $100 billion annually to treat. Recent studies suggest that within the past 10 years 
pain patients are being treated more intensively and incurring greater costs, but without 
improvements in health status1. Furthermore, not only are invasive procedures such as 
lumbar fusion, discectomy, and laminectomy increasing nationally, but there is significant 
variation in the regional rates of these procedures 2. This variation is more likely due to 
differences in physician opinion and practice patterns, rather than a function of patient 
need and safety. 
 
Because the etiology and treatment of pain is not well known, and treatment can be 
delivered by different medical specialties, including primary care physicians, orthopedic 
surgeons, neurosurgeons, anesthesiologists, physiatrists, physical therapists, and 
chiropractors, pain patients often receive treatment that is most familiar to the provider, 
regardless of medical necessity.  Even when providers believe that they are acting in the 
best interest of the patient, they often provide care that is unnecessary, unsafe, 
excessive, duplicative, or a combination of these. 
 
Patient safety can best be addressed in the context of the relationship between the 
physician and the patient.  Since the physician is the most trusted source of information 
for the patient, it is imperative that the patient understands the treatment options that are 
most consistent with their needs.  On a patient-by-patient basis, providers seldom 
receive input from peers regarding the management of their patients.  A system that 
collects patient information from the provider and reviews the individual patient treatment 
needs with the provider is more likely to result in the patient receiving care that is 
medically necessary and safe. 
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Objectives  

 
1. Identify the unique patient safety issues related to treating the pain population. 
2. Recognize variation in the treatment of the pain population. 
3. Understand the role of the physician-patient relationship in achieving patient 
safety. 
4. Identify a “best approach” to conditions in the absence of “best practices. 
 
 

Managing Pain 
 

 
THE PREVALENCE AND COST OF CHRONIC PAIN 

 

76 million Americans report pain lasting more than 24 hours( 1) 

 
19% of U.S. adults have chronic pain (lasting >3 mo nths( 2) 

 
$100 billion spent annually( 3) 

 
$61 billion in lost productive time( 4) 
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Developing Realistic Expectations Through Patient C lassification 
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Address Patient Safety Issues 
 
 

• Coordination of care 
• Discomfort and morbidity caused by 

 unnecessary procedures 
• Radiation exposure from imaging 

• Surgical complications and recovery 
• Addiction 

• Drug interactions and side effects  
 
 
 
 
 
 
 
 



 
Identify And Understand Variation 

 
 

Examples of treatment variation for pain 

Diagnostic radiological procedures per 100,000 Medi care enrollees 
vary across states (3,038 in the 10th  percentile a nd 4,573 in the 

90th percentile)1 
 

An 8-fold variation in regional rates of lumbar dis cectomy and 
laminectomy and a 20-fold range in rates for lumbar  fusion among 

Medicare enrollees in 2002 and 20032 
 

The proportion of patients prescribed opioids for c hronic back pain 
range from 3% to 66%3 
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Enhance the Doctor Patient Relationship 

 

 
 

 Use “best approach” 
 

Treating chronic pain is challenging since there are no best practices to guide the 
physician.  The physician must understand the history, expectations, and 
attitudes of the patient before selecting a “best approach” to care.   
 
The selected approach considers the comfort, function, and safety needs of the 
patient.  Throughout the entire course of care, the physician must be completely 
honest with the patient and manage expectations of a complete recovery. 

 


