
eAppendix. Issue Details and Sample Interview Quotations Supporting Challenges 

Challenge Details Representative Quotes 
System-Level Challenges 

Limited and 
inconsistent 
processes 

• Lack of systematic, guideline-based 
approaches to consistently assess 
pain level and functionality  

• Limitations in approaches to 
standardizing care for patients with 
chronic pain  

• Gaps in evaluation complicated by 
multifaceted nature of pain  

• Fragmented chronic pain treatment 
approaches in integrated delivery 
systems 

• Challenges in developing and 
consistently applying protocols 

• Care variability stemming from 
subjective nature of pain 

• Perceptions of “cookbook” medicine 
(inappropriate standardization, 
impingement on providers’ decision-
making authority, lack of flexibility 
to manage unique cases) 

We’re actually…in the rudimentary stages of even trying to address 
probably what most other folks are way along in the gamut of doing 
something with this. We still, pretty much, every practitioner can handle it 
the way they want to. We do have just recently a pain management 
protocol put into place, but it’s not used very well.…So like I said, we’re 
not doing a whole lot for it at this point. (P5, quality improvement leader) 
…I think the majority of the people want to try and not get people hooked 
on these things. And some of it’s probably more fear because with the 
way the [Drug Enforcement Administration] and everybody has been 
really zeroing in on providers and pharmacies over the last few years. So I 
think a lot of them now are more hesitant to, say, write large quantities to 
start with. Like I said, patients [who] are established on these types of 
medications, I think they know there’s a lot they can’t do about those, but 
I do think there’s more of an effort at the beginning of the stage to say, 
“Well, let’s try some other things before we go straight to this.” And…I 
don’t think that’s necessarily an organization where they’ve got together 
and said, “Hey, let’s make this approach.” I think it’s just doctors out of 
things they read in the paper and things they hear are trying to make some 
changes. (P9, pharmacist) 

Transitions of care • Limited communication with 
primary care providers  

• Difficulty establishing a plan of care 
in hospital that may not be followed 
in ambulatory care due to lack of 
resources or ineffective coordination 

 

The initial plan of care is to collaborate with their current prescriber. 
Because when they come in to our hospital system, if they are established 
with an outpatient provider or someone outside of our network, our goal 
is to collaborate and see—if they came in because they’re having side 
effects or problems with the medications—how we can safely coordinate 
a safe discharge plan and follow-up. If someone comes in and they have 
pretty bad chronic neuropathy or pain in their legs, to start them on a 
multimodal regimen, get them hooked back up with their primary care 
doctor for follow-up or pain specialist for follow-up…but the bigger part 



is who is going to have the ongoing management? Because if chronic 
pain’s not going away, who’s going to help us when the patient leaves the 
hospital? (P7, nurse practitioner) 

Pain Management Challenges 
Unanticipated 
consequences 

• Focus shift from health problem 
solving to drug monitoring  

• Erosion of patient-centered 
approaches to manage chronic pain 

 

And, well, to be honest with you, we’re probably not the best at managing 
it effectively because we only give no more than 3 days of any kind of 
pain medication. And with it being a nationwide problem, we also see a 
lot of them come back within 24 to 48 hours because our new program 
gives us the ability to track and see, “Okay, if you came to our [ED] today 
and then you went to another free facility [EDs] or institutions, it will 
track that for 96 hours.” So we are seeing a lot of people hopping back 
and forth. So physicians are very wary about prescribing pain medication 
when they may actually need it....It may be that we’re not effectively 
managing their pain. So it makes it difficult, to be honest with you. (P10, 
nurse) 
Where it gets kind of hairy, especially on the outpatient side, is when 
people have like 20 comorbidities. What do you do, because everything’s 
contraindicated? Meaning, a lot of our patients who have all these 
comorbidities, some of the adjunct or nonopioid pain medications are not 
safe to give. So you’re looking at what’s the safest medication and the 
standpoint? And sometimes that ends up being opioid pain medication. 
(P7, nurse practitioner) 

Resource 
constraints 

• Lack of pain specialists 
• Lack of community resources (eg, 

cognitive behavioral therapy, 
meditation) 

• Lack of time to assess current 
medications and underlying causes 
of pain 

Because of the need for individualized multidisciplinary approaches, this 
is really hard to do effectively out of an ordinary primary care office. If a 
primary care office then has within it someone who can do cognitive 
behavioral therapy, who has somebody who comes in and teaches 
meditation once a week—I mean, there’s probably 3 or 4 places in the 
country that have that resource depth. So they need to be able to refer 
people, and it needs to be close enough that the patients can get there, and 
that’s really the problem. (P12, MD) 



• Lack of time in discharge process for 
detailed pain management patient 
education  

Provider-Level Challenges 
Root causes • Disparate or difficult-to-access 

sources of information that may be 
incomplete or contradictory 

• Lack of time for detailed 
investigation for each patient 

• Mental health overlooked as root 
cause of pain  

But when you look at our society as a whole and the pain—back pain’s 
probably one of the number 1 pains, right? Back pain, knees and joints, 
and stuff—and…I wonder if it’s not more, “I want a medical condition 
because I’m dealing with anxiety/depression, and I’m using other pain 
medications, and now somebody gave me a narcotic, and I feel really 
good, and it’s kind of numbing my anxiety/depression.” So it’s that 
dependency issue to kind of blur my anxiety/depression issues… (P14, 
nurse) 

Variation in care • Long-term prescribing habits that 
dictate prescribing choices for 
medications may be ineffective for 
most chronic pain management 

• Willingness of physicians who have 
recently completed training to 
consider diverse approaches to pain 
management 

Between all providers, it is not [a] standardized process at all. There is a 
lot of variability there. So that’s where I was getting to with a consistent 
protocol could definitely be helpful. (P3, nurse) 
We know we have some prescribers [who] really go for the heavy 
narcotic right out of the gate. (P14, nurse) 

Lack of education • Need for increased awareness about 
pain management strategies, 
especially multimodal and nonopioid 
therapies 

• Need for better understanding of 
differences between primary care 
and specialty pain management 

• Need to reframe pain for more 
productive patient conversations 
about expectations for pain 
management versus elimination of 
pain 

The biggest problem when I look at—there is primary care pain 
management and then there’s specialty pain management. And a lot of the 
consults I get for pain patients, they’re not specialty-level pain questions. 
And there’s a huge lack of knowledge amongst primary and specialty 
docs about just the very, very simple, run-of-the-mill pain stuff. (P4, MD) 



• Need to improve identification of 
patients who may have risk factors 
for or unaddressed issues with 
chronic pain 

• Need to improve identification of 
patients who may require further 
tests, screenings, or referrals for 
more thorough pain assessment 

Lack of 
communication 

• Challenges in determining a patient’s 
current plan of care and contacting 
the provider prescribing it or 
providing it  

• Lack of coordination with other 
providers/prescribers to ensure 
follow-up assessment, adjustment, 
and updates on patient progress. 

• Struggles to facilitate 
communication due to team 
structure, lack of time, lack of clinic 
setup, or geographic distance  

The more you educate and get doctors working together—and that’s the 
thing, too, is making it like a team approach. Just because a doctor refers 
somebody out for pain management shouldn’t be the end of it. It’s not like 
they now wipe their hands clean of the situation. They should stay, have 
conversations with that other office, or stay in the loop about, “Okay, 
well, you went to that doctor. What is he telling you to do? What 
medication are you on?” I mean, that’s the other key, too, is 
communication [happening among] all the providers for the patient. (P9, 
pharmacist) 

Patient-Level Challenges 
Complex 
experience of pain 
and pain 
management 

• Acute episode of chronic pain 
• New instance of pain that may signal 

the development of a chronic 
condition 

• Gradually increasing severity of 
chronic pain that may lead them to 
become “frequent flyers” in the ED 

• Multiple comorbidities, behavioral 
health issues, and/or sleep issues  

 

The most difficult thing in pain management is every patient is different. 
The way they respond to pain, the way they respond to medications, their 
mental health, their physical, their other medical comorbidities. (P7, nurse 
practitioner) 
I think that patients, in general, will describe pain because it’s the word 
that we all know. But I think for a lot of our patients, what they’re 
describing as pain is a little different than when we look at a physiologic 
level of pain, your pain receptors, and what they’re actually describing to 
you is their suffering. And some of that suffering is because of what we 
think about as pain, and some of that is because of lots of different 
reasons. (P4, MD) 



Pain perception and 
expectations of 
therapy 

• Patients may have unrealistic 
expectations for complete pain relief 
versus managed pain 

• Patients may have assumptions about 
what treatments are effective for 
their specific type of pain 

• Patients may consider opioids to be 
the only effective treatment 

• Patient satisfaction with a provider 
may be tied to whether they receive 
the treatment they want versus 
treatment that effectively manages 
pain 

Our patients will flip providers in lieu of they know who the heavier 
prescribers are. And they know when they come into an [ED] on a certain 
night that they’re going to get a little better prescription than others. (P14, 
nurse) 

Cost  • Nonnarcotic treatments may be more 
expensive 

• Effective treatments may not be 
financially feasible 

• Processes to get insurance-covered 
treatments can be complicated, time-
consuming, and expensive 

 

A large barrier is insurance company coverage. Say certain medicated 
creams or certain treatment modalities like acupuncture are generally not 
covered by patients’ insurance. So if you have someone that lives on a 
fixed income, there are a lot of things we can’t offer, in truth I can’t offer. 
It’s difficult to offer when you know someone can’t pay for those things. 
So insurance companies are a major barrier in what we can offer in the 
form of nonopioid medications, nonopioid treatments, or 
nonpharmacological treatments. (P7, nurse practitioner) 
…When you’re looking at lidocaine patches, it’s cheaper for them to just 
get a prescription for [an opioid] than it is for lidocaine patches. (P15, 
pharmacist) 

 

ED indicates emergency department. 


