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t

he need for a national plan to
address pain and addiction
has never been more urgent.
More crucial, however, is the development of grassroots strategies to address the unique challenges faced by
rural communities.
The data on abuse of prescription
drugs have been sobering. Globally, it has
been estimated that North Americans
consume a staggering 80% of the world’s
opiates.1 More alarming still is the corresponding death rate attributed to prescription opiates, which has surpassed
that of both heroin and cocaine.2 Canada
has become the second largest per capita
consumer of prescription opiates, next to
the United States.1 Dr. Thomas Frieden,
director of the Centers for Disease Control and Prevention, stated in a 2011 address to physicians that “the number of
deaths from prescription opioids had surpassed those from car crashes, heroin,
crack cocaine, frearms and suicide combined in some US states.”3,4 Despite these
sobering statistics, only 9% of physicians
surveyed viewed prescription drugs as a
major problem.5
The need for physicians and other
health care providers to be part of the
solution to this public health disaster is
evident. We need to come together with
stakeholders to not only advocate for
patients, but also to show leadership
and solidarity within our communities.

OUR DISTRICT HEALTH
AUTHORITY
The following pain and addiction strategy
was developed in collaboration with multiple stakeholders within our community
of Antigonish, NS. Stakeholders included
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addiction services, palliative and chronic
pain services, pharmacy, psychiatry, quality and risk managers, family physicians
and emergency personnel.
The town of Antigonish boasts a
population of 5000 and has a regional
hospital with a capacity of 79 acute care
beds and 10 alternative-level beds. Medical support is provided by 20 family
doctors, 1 cardiology nurse practitioner,
and specialist support in internal medicine, general surgery, psychiatry, anesthesiology, obstetrics and pediatrics.
Within our service catchment area of
8000 km2, 3 other smaller health care
facilities exist. Together, these 4 facilities
serve a total population base of 44 515.
All of these facilities offer emergency
and inpatient services around the clock.
Specialty pain resources in our district include a community-based chronic
pain clinic, which offers services 1 day a
week. The clinic is built on a model of
collaborative care and includes a local
physician, an occupational therapist, a
physiotherapist and a social worker who
works in our psychology department.
The team helps patients establish goals
of care specifc to their needs. Patients
are then offered an 8-week pain selfmanagement program, which is provided by the chronic pain team and encompasses broader concepts of pain
management. Patients are referred to the
clinic by family physicians, emergency
departments and nurse practitioners.
Our community wait list to access
chronic pain services dropped substantially when our chronic pain clinic was
introduced and made referrals more
timely and relevant to patients’ needs.
Some clients from our district had been
on a provincial wait list to access chronic
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pain services for 4 years when our program was frst
implemented in January 2008. To date, our wait
times have decreased to 4 months.
Other specialty services that address pain and
suffering in our community include a palliative care
team of 3 physicians, who share one full-time position, and 5 nurse consultants. This is an inpatient
and community-based resource that is offered within the district to all facilities.

INTRODUCING A PAIN AND
ADDICTION STRATEGY
The pain and addiction strategy was introduced into
our 12-bed emergency department in Antigonish
with the plan of implementing it in other district
facilities that offer emergency services.
The strategy was put into practice to help address high-risk patterns of controlled substance use
and to offer tools to health care personnel to manage
pain in acute and chronic care settings, as well as at
the end of life. For patients with a history of chronic
pain who used the emergency department on a regular basis to manage fare-ups, a comprehensive pain
plan was developed that incorporated involvement
of the patient, their family physician and others involved in the patient’s care.6 Our goal was to gently

Step 1

Patient presents
with pain
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What type of pain
are you dealing
with?

Step 3

Are any
interventions
indicated?

Step 4

Are any
alternative
therapies
indicated?

Step 5

What
pharmacology is
available?

Step 6

Are there
concerns about
addiction or
diversion?

Chronic pain

Cancer pain
or pain at end
of life

Models of care that address pain and addiction in rural
communities are diffcult if not impossible to fnd in the
literature. A MEDLINE search did not reveal any
comparable strategy to what our district introduced.
There is, however, an emerging body of evidence that is
recognizing the role of pain plans in the emergency
department for patients with a complex history of pain.6
The basis of the pain plan is to help patients fnd more
effective strategies to manage their complex pain
through pain self-management programs and other
legitimate pain services. Other models of care have
addressed pain and addiction individually,7–9 but we
were unable to fnd any models that addressed both in
a comprehensive way.

PROGRAM OBJECTIVES
We had 5 program objectives:
1. To provide physicians and health care providers
with a comprehensive approach to the treatment
of pain and addiction based on best practice.

Acute pain
protocol

Pain scales are suffering
scales

Multimodal
analgesia
Patient ready for
change

Refer to pain self
management
program

Patient not ready
for change

May need pain
plan

Chronic pain
!are-up

Palliative care
pain protocol

Palliative care
referral

Ready for
change

Refer to addiction
services

Not ready for
change

May need pain
plan

Risk stratify

Fig. 1. A 6-step approach to treating pain and addiction.
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Pain is a physical, psychosocial
and spiritual experience

Acute

Step 2

guide patients to the program while offering clinicians tools to manage patients’ fare-ups when they
presented to the emergency department.

2. To offer physicians and health care providers
standardized protocols to address acute and
chronic pain, and painful conditions near the
end of life.
3. To reduce the dispensing of opiate reflls and
parenteral injections in patients with fare-ups of
chronic pain who present to the emergency
department.
4. To direct patients with a complex history of pain
to a community-based pain program. For those
not ready to attend a pain program, a comprehensive pain plan would be developed with the
patient and family physician to ensure continuity
and cohesiveness within the community and
emergency department.
5. To stratify all patients by risk of addiction and
diversion when considering controlled substances, regardless of the pain presentation, and
if necessary, to direct patients to appropriate
resources and services within the community.

DESCRIPTION OF THE PAIN AND
ADDICTION STRATEGY
With these objectives guiding the development of our
strategy, we built a 6-step approach that incorporated
simple tools to address pain and addiction in the
emergency department (Fig. 1). Patients identifed as
needing a more cohesive departmental approach to
pain and addiction were individuals who continued
to use the emergency department as a way of coping
with fare-ups of chronic pain but were not yet ready
to consider a pain self-management program as a
way to help them move forward. Alternative pharmacology was introduced; if opiates were used in this
population they were used orally, and patients were
given medication to improve function rather than
pain10 (Fig. 2). The decision to move away from
opiate use was based on an emerging body of evidence that recognized the limited scope of opiates in
chronic pain and concerns that opiates were contributing to poorer outcomes in the long term.11–13
Pain plans were discussed with the patient and
his or her family physician. Patient fles were kept
in the emergency department in a confdential,
secure location and, with patients’ consent, shared
with other health personnel involved in their care.14
It was also important to rule out any new pathology that could be causing the increase in a patient’s
baseline pain and to be able to shift our focus from
management of chronic pain to acute pain, if required. A fare-up of chronic pain was defned as an
increase in the patient’s baseline pain that was not

the result of new pathology or the progression of
pre-existing disease.15
Tools used to stratify for risk of addiction and
diversion included our provincial prescription monitoring program, urine drug testing and screening for
high-risk or aberrant behaviour.4 Physicians were educated on the challenges and limitations of using urine
drug testing in the emergency department despite it
being the “gold standard” in monitoring for drug compliance and detecting the use of illicit substances.2,16
Other strategies we incorporated included a norefll policy for controlled substances among patients
followed by a prescriber, and we no longer accepted
written orders for parental opioids for patients with
chronic disease. These patients were triaged, assessed
and managed like other patients who came to the
emergency department for care. We also introduced
a nurse-initiated parental protocol for acute pain, and
symptom protocols with suggested orders for patients
with conditions at the end of life.17 This gave emergency personnel tools to initiate treatment in our palliative care population until referrals could be made.
One contentious area that we addressed was the
withdrawal of meperidine from our emergency department. Meperidine had become the drug of choice for
the management of chronic pain fare-ups in our
department. Our goal was to help patients break the
cycle of meperidine use and help them move toward
self-management of pain. This act alone reduced visits
to our emergency department by two-thirds, with little
opposition from our colleagues or patients.

ADVANTAGES AND LIMITATIONS
The primary advantage of our pain strategy was a
drop in the frequency of emergency department visits
among individuals with recurrent chronic pain farePharmacology
treatment goals

Acute pain

Chronic pain
and flare-up

Cancer pain
or pain at the
end of life

80%–100% pain
reduction
Minimize sedation
Improve function

30%–40% pain
reduction
Avoid sedation
Improve function

80%–100% pain
reduction
May cause sedation
May compromise
function

Fig. 2. Pharmacology treatment goals.
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ups. Some patients stopped visiting completely after
they had attended our community-based pain selfmanagement program. Family physicians also reported a drop in the frequency of visits to their offces.
Most staff members commented on the value of
having a plan in place that summarized the complex
histories and numerous investigations many of the
patients had undergone. Staff began to appreciate
the complexity of patients’ history of pain, and care
became noticeably less punitive and more compassionate. There was a feeling of unifcation within the
department when addressing the care of patients
with complex pain.
Some physicians and emergency personnel,
however, did have diffculty with the strategy. They
felt the restrictions on opiate dispensing in chronic
pain were unfair to patients. With time, they began
to shift their thinking as the frequency of patient
visits declined.
Although this is diffcult to measure, we feel the
program achieved a lower pill burden within our community, thereby decreasing the risk of unintentional
and intentional deaths from controlled substances.
Other benefts included a decrease in complaints to
administration for inadequate pain management.
Limitations included human resources to ensure
knowledge retention and to educate new staff about
the pain strategy. It was also a challenge to collect
and decipher data, because no collection system
existed. If support staff were needed, often they
were reassigned from other posts, which increased
their workload.
Another challenge was the establishment of a
formal review process to re-evaluate program objectives and discuss any roadblocks that could be
occurring. The long-term plan is to incorporate pain
and addiction reviews into our quality program and
our quarterly family practice and departmental
meetings. At present, weekly reviews occur informally between chronic and palliative care teams and
emergency personnel.

CONCLUSION
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The development of a collaborative pain and addiction strategy has the power to bring together a community. Simple tools can be developed to ensure
patients are provided effective and timely pain relief
in a nonjudgmental and compassionate manner
while keeping them and our communities safe.
Departmental pain plans done in collaboration
with patients and their family physicians have been
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shown to be effective in addressing patients with
complex pain histories. Pain plans also allow clinicians to manage risk while providing care in a
humane and comprehensive way. Ultimately, our
goal is to empower patients to become less reliant
on the health care system and more in control of
their health care needs.
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