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Grant Summary 
ID# 036509 

Awarded 07/30/99 - Closed 12/27/02 

University of Wisconsin-Madison Medical School {Madison,WI) 

Program.: (EOL)Targeted End-of-Life Projects Initiative 

Project Title: A project to assess states' pain policies 

Project Director: David E. Joranson M.S.S.W. (608-263-7662) 

Duration: 33 Months: 08/01/99 to 04/30/02 

Team: END OF LIFE 

Funding Class: 
New/Renewal: 
Renewed by: 
Funding Type: 

NP Implementation 

043412 
N/A 
Solicited 
Yes 

Amount, 
Actual .Amount: 
Program Indicator: 
Precis Checked In: 

998,000 
965,493 

In Program 
Yes 

Request Type: 
Meets Objective: 

Goals: 
Interventions: 

Board Date: 10/99 

PO: 
SO: 
PA: 
PA: 

GIS Summary 

CHR(lOO%) 
Rsrch & Pol Anal(100%) 

Board Class: B 

Gibson, Rosemary 
Gibson, Rosemary 
Stives, Jeanne M. 
Kounelias, Sophia 

Board Page: 

The Robert Wood Johnson Foundation's Targeted End-of-Life Projects 
initiative will support projects that advance the Foundation's three 
strategic objectives to improve care at the end of life: (1) to 
improve the knowledge and capacity of health care professionals and 
others to care for the dying; (2) to improve the institutional 
environment in health care institutions and in public policies and 
regulatory apparatus to enable better care of the dying; and (3) to 
educate the public about the kind of care they should come to expect 
at the end of life 

Pain policy is a new arena for many state legislators and other policy 
makers. To help fill the gap in understanding state pain policy, the 
purpose of this project is to conduct the first state-by-state 
assessment of states' laws, regulations, and guidelines regarding the 
treatment of pain with controlled substances. In addition, the 
project will highlight specific examples of improvements that states 
have made in their pain policies to help inform other states about 

06/17/04 01:04:16 summary.rw 
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Grant Summary (Continued) 
ID# 036509 

positive changes that can be made and thereby facilitate progressive 
pain policy in other states. Changes in state policies also will be 
continuously tracked. Additionally, the Pain and Policy Studies Group 
will provide technical assistance to grantees in the Foundation's 
national initiative and to the increasing number of health and 
government organizations including state medical boards that are 
developing pain management and end-of-life initiatives. Finally, 
consistent with the intent of increasing the awareness of pain policy 
issues and the ability of key individuals and organizations in 
government and health care to evaluate and improve polices that affect 
pain management, there will be a proactive outreach component. 

Health Service Category 
Continuum of Care: 

Health Care Reform: 
Pharmaceutical Services: 

Demographics 
Age: 

Geographic Region: 
Major City: 
Race/Ethnicity: 
Segment: 
sex: 
state: 
Urban/Rural Continuum: 

06/17/04 01:04:16 summary.rw 

End Of Life 
Treatment 
State 
Pharmaceutical Services 

65 & over - Aging/Elderly/Senior 
Citizens 
N/A 
N/A 
Unknown, N/A or N/S 
N/A 
N/A 
N/A 
Unknown, N/A or N/S 
Unknown, N/A or N/S 
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GRANT DESCRIPTION - OBJECTIVES AND DESIGN 

ID#: 036509 (Closed) 
TERM: 33 MONTHS FROM 08/01/99 TO 04/30/02 

$998,000.00 
(GRANTED 07/30/99) 

FUNDING CLASS: NP - Implementation Site 
RENEWED PROM, 035950 RENEWED AS1 043412 

PROG: Targeted End-of-Life Projects Initiative (EOL} 

INST: University of Wisconsin-Madison Medical School (Madison,WI) 

PRJT: A project to assess states' pain policies 

PRJ DIR: David E. Joranson 

PO: Rosemary Gibson 
SO: Rosemary Gibson 
PA: Jeanne M. Stives 
PO: Sophia Kounelias 

RISK: Low 
DATE COMPLETED: 07/23/99 

PREPARED BY: LLM 

The Robert Wood Johnson Foundation's Targeted End-of-Life Projects 
initiative will support projects that advance the Foundation's three 
strategic objectives to improve care at the end of life: (1) to 
improve the knowledge and capacity of health care professionals and 
others to care for the dying; (2) to improve the institutional 
environment in health care institutions and in public policies and 
regulatory apparatus to enable better care of the dying; and (3) to 
educate the public about the kind of care they should come to expect 
at the end of life 

Pain policy is a new arena for many state legislators and other policy 
makers. To help fill the gap in understanding state pain policy, the 
purpose of this project is to conduct the first state-by-state 
assessment of states' laws, regulations, and guidelines regarding the 
treatment of pain with controlled substances. In addition, the 
project will highlight specific examples of improvements that states 
have made in their pain policies to help inform other states about 
positive changes that can be made and thereby facilitate progressive 
pain policy in other states. Changes in state policies also will be 
continuously tracked. Additionally, the Pain and Policy Studies Group 
will provide technical assistance to grantees in the Foundation's 
national initiative and to the increasing number of health and 
government organizations including state medical boards that are 
developing pain management and end-of-life initiatives. Finally, 
consistent with the intent of increasing the awareness of pain policy 
issues and the ability of key individuals and organizations in 
government and health care to evaluate and improve polices that affect 
pain management, there will be a proactive outreach component. 

Goals: Chronic(l00%) 
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Health Service Category; 
Continuum of Care: 

Health Care Reform: 
Pharmaceutical Services: 

Demographics: 
Age: 

Race/Ethnicity: 
Sex: 
Segment: 
Geographic Region: 
Urban/Rural Continuum: 
Major City: 
State: 

End Of Life 
Treatment 
State 
Pharmaceutical Services 

65 & over - Aging/Elderly/Senior 
Citizens 
Not Applicable 
Not Applicable 
Not Applicable 
Not Applicable 
Not Applicable 
Unknown, Not Applicable, or Not Specified 
Unknown, Not Applicable, or Not Specified 
unknown, Not Applicable, or Not Specified 
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-PAIN & POLICY STUDIES GROUP 

~ I 

°:! ~ -~ e r 
•· · s ~toL .{.\I WHO Collaborating Center g} for Policy and Communications 

..:;;;.J in Cancer Care 

July 18, 2001 

The Robert Wood Johnson Foundation 
Route 1 and College Road East 
Post Office Box 2316 
Princeton, New Jersey 08543-2316 

To Whom It May Concern: 

·· •· ,:S '"&c...vb.._,,,..... 
...s ~-

-- R ~ c E,Ve o 
JUL 2 3 2001 

1hi.: ROBERT WOOD JOHNSON 
FOUNDATION 

_u~ 
/;J (I), {!tl)ld..1,}0 

This letter is to notify you that effective as of June 28, 2001 David Joranson's new 
mailing address is: 

Pain & Policy Studies Group 
406 Science Dr., Suite 202 
Madison WI 53711-1068 

Please change your records to reflect this change. Thank you! 

Sincerely, 

Linda Gorman 
Progran1 Assistant 
University of Wisconsin-Madison 
Pain & Policy Studies Group 
406 Science Drive, Suite 202 
Madison, WI 53 711-1068 

UW Comprehensive Cancer Center• University ,if Wisconsin-Madison Medical School 
406 Science Driw, Suite 202 Madison, WI 53711-1068 USA (608) 263-7662 FAX: (608) 263-0259 

www.medsch.wisc.edu/painpolky 
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THE 
R9BERTWCIDD 

F.O NOT SEPARATE 
THIS DOCUMENT 

6~0C1 
eoute 1 and College Road £ast 

P.O. Box 2316 
Princeton, NJ 08543-2316 

THE ROBERT WOOD JOffltQGff2-8701 
V: :r,lf)A 1 lON JOHNSON 

FOUNDATION 
Request for Project Support 

and ,JAN 2 8 ·1999 
Conditions of Grant 

Title of Project: I /\;:;,;;:;;I~ f :i:..-i,oRoW[ ;;;=:] 
Building Capacity to Promote Pain Policy Through Evaluation, Research, and Communication 

Purpose of Project: This project will accomplish a systematic and comprehensive state-by-state 
evaluation of pain-related policies and communicate the results in ways to increase the 
capacity of others to understand. 

Applicant Institution (name, address. an~one nu~er): 

University of Wisconsin-85 (;!>5i'1 I''"'~ 
750 University Avenue Sc 
Madison WI 53706 ~ 

,Jvt [<if 
(608) 262-0152 

Amount of Support Requested (total project period): 

$-l • e 2'.3 • , '1 , c;qr, oo:J , m<fJ 1/2.~ ,~ 'f 

Check to be Made Payable to: 

University of Wisconsin Y@fi•i at Regii'?I::,;, 

Institutional Financial Officer (full name, title, address, 

telephOne number, and fax number):_ 

August P. Hackbart 
Administrative Officer 
750 University Avenue 
Madison WI 53706 

JJ. Period for0;b:r ~~port is Requested (total proj Cll)eriod): 
M-r, ,4 'I/I q 1/Ji 02-

111-41 'tF'rom ___ ----'--- Through __:~~~-_J ( 608) 262-015 2 
Month Day Year Month Day Year FAX (608) 262-5111 

*Project Director (tull name, title, address, telephone number, 

and fax number): 

David E. Joranson, MSSW 
Senior Scientist, Director 
Pain & Policy Studies Group 
1900 University Avenue 
Madison WI 53705-4013 

(608) 26i-7662 FAX (608) 263-0259 
{NOTE. Signature required on page 4) 

Applicant Institutional Approval (full name. lttle, anct address of 

official authorized to sign for Institution): 

August P. Hackbart 
Administrative Officer 
750 University Avenue 
Madison WI 53706 

(NOTE: Signature required on page 4) 

Please provide the following evidence of your institution's tax status: 

If your institution is a tax-exempt organization described in Section 501 /c)(3l of the Internal Revenue Code, 
(i) a copy of the letter your institution received from the Internal Revenue Service stating that your institution is N 
exempt from taxation by virtue of being described in Section 501 (c)(3); (ii) a copy of the letter your instituti 
received from the Internal Revenue Service stating that either your institution is not a private foundation described 
in Section 509(a) or stating that your institution is an exempt operating foundation described in Section 4940(d)(2); 
and (iii) a copy of Form 4653 or Form 1023 and other data, if any, your institution has filed with or received aim 
the Internal Revenue Service concerning your tax status. w 

If our institution is an or anization described in B of the I al 
Revenue Code, (i) a copy of the correspondence, if any, from the Internal Revenue Service stating that f 
(ii) a copy of the legislation establishing your institution. 

These documents must be accompanied by a letter signed by a responsible officer of your institution certifying that the CO'lllla&-~D~ 

so provided are true and correct copies of the originals on file with your institution and that they remain in full force and 

Any questions you may have about your tax-exempt status should be directed to the Office of the Vice President, G 
Counsel and Secretary (609-243-5908). -5( 

'The project director is the individual ctIrectly responsible for developing the proposed activity. its implementation. and day-to-day direct supervision of th 
should 1unds be made available. 

RWJF (03/95)- PUBLIC ENTITIES AND EXEMPT OPERATING FOUNDATIONS [DESCRIBED IN SECTION 4940(d)(2) 
OF THE INTERNAL REVENUE CODE] 
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CONDITIONS Of GRANT 
Following are the conditions applying to grants made by The Robert Wood Johnson Foundation ("the 
Foundation"). You should read these conditions carefully prior to signing this form. Your signature on this 
form constitutes your acceptance in full of all conditions contained herein. To induce the Foundation to make 
the grant requested hereby, you ("the grantee") accept and agree to comply with the following conditions in 
the event that such grant is awarded. As used throughout this form, the term "grant" shall include the income, 
if any, arising therefrom unless the context otherwise requires. 

1. PURPOSE AND ADMINISTRATION. The grant shall be used exclusively for the purposes specified in 
the grantee's proposal. datedl-26-99 , the Request for Project Support Form on page 1 
hereof, and related documents, all as approved by the Foundation. 

The grantee will directly administer the project or program being supported by the grant and agrees that 
no grant funds shall be disbursed to any organization or entity, whether or not formed by the grantee, 
other than as specifically set forth in the grant proposal referred to above. 

2. USE OF GRANT FUNDS. 

A. No part of the grant shall be used to carry on propaganda or otherwise attempt to influence 
legislation [within the meaning of Section 4945(d)(1) of the Internal Revenue Code]. 

B. No part of the grant shall be used to attempt to influence the outcome of any specific public 
election or to carry on, directly or indirectly, any voter registration drive [within the meaning of 
Section 4945(d)(2) of the Internal Revenue Code]. 

C. No part of the grant shall be used to provide a grant to an individual for travel, study, or similar 
purpose without complying with the requirements of Section 4945(g) of the Internal Revenue Code 
as if the grant were made by the Foundation and without prior written approval of the Foundation. 
Payments of salaries, other compensation, or expense reimbursement to employees of the grantee 
within the scope of their employment do not constitute "grants" for these purposes and are not 
subject to these restrictions. 

D. No part of the grant shall be used for a grant to another organization without complying with the 
requirements of Section 4945(d)(4) and, if applicable, Section 4945(h) of the Internal Revenue Code 
as if the grant were made by the Foundation and without prior written approval of the Foundation. 

E. No part of the grant shall be used for other than religious. charitable, scientific, literary, or 
educational purposes or the prevention of cruelty to children or animals [within the meaning of 
Section 170(c)(2)(B) of the Internal Revenue Code]. 

F. The grantee promptly shall repay any portion of the grant which for any reason is not used 
exclusively for the purposes of the grant. The grantee shall repay to the Foundation any portion of 
the grant which is not used exclusively for the purposes described in Section 1 hereof within the time 
specified in the grantee's proposal or within any approved extension of said time period within fifteen 
(15) days after such specified time or such extension. If the Foundation terminates the grant 
pursuant to Section 10 hereof, the grantee shall repay within thirty (30) days after written request 
by the Foundation all grant funds unexpended as of the effective date of termination and all grant 
funds expensed for purposes or items allocable to the period of time subsequent to the effective date 
of termination. In the event that any portion of the grant is used for purposes other than those 
described in Section 170(c)(2)(B) of the Internal Revenue Code, the grantee shall repay to the 
Foundation that portion of the grant as well as any additional amount in excess of such portion 
necessary to effect a correction under Section 4945 of the Internal Revenue Code. 

G. If the grantee is directly or indirectly controlled by the Foundation or by one or more "disqualified 
persons" (within the meaning of Section 4946} with respect to the Foundation, the grantee agrees 
(i) to expend all of the grant prior to the grantee's first annual accounting period following the taxable 
year in which the grantee receives a grant payment, thereby permitting the Foundation to count the 
grant as a qualifying distribution under Section 4942(g)(3} and (h); and (ii) to submit to the 
Foundation promptly after the close of the grantee's annual accounting period a full and complete 
written report signed by an appropriate officer, director, or trustee, showing that the qualifying 
distribution has been made, the name and address of the recipient or recipients, the amounts 
received by each, and that all the distributions are treated as distributions out of corpus. 

3. BUDGET. Expenditures of the grant funds must adhere to the specific line items in the grantee's 
approved grant budget. Transfers among line items (increases and decreases) are permitted under the 
conditions and to the extent indicated in the Foundation's Budget Preparation Guidelines in effect at the 
time of any such proposed transfer, and such Budget Preparation Guidelines in their entirety, and as 
they may be modified by the Foundation from time to time, are incorporated herein by this reference. 

4. ACCOUNTING AND AUDIT. The grantee shall indicate the grant separately on its books of account. A 
systematic accounting record shall be kept by the grantee of the receipt and disbursement of funds and 
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expenditures incurred under the terms of the grant, and the substantiating documents such as bills, 
invoices, cancelled checks, and receipts, shall be retained in the grantee's files for a period of not less 
than four (4) years after expiration of the grant period. The grantee agrees promptly to furnish the 
Foundation with copies of such documents upon the Foundation's request. 

The grantee agrees to make its books and records available to the Foundation at reasonable times. 

The Foundation, at its expense, may audit or have audited the books and records of the grantee insofar 
as they relate to the disposition of the funds granted by the Foundation, and the grantee shall provide 
all necessary assistance in connection therewith. 

5. REPORTS. Narrative and financial reports shall be furnished by the grantee to the Foundation for each 
budget period of the grant and upon expiration, repayment (pursuant to Section 2F hereof), or 
termination of the grant (pursuant to Section 10 hereof). Such reports shall be furnished to the 
Foundation within a reasonable period of time after the close of the period for which such reports are 
made. The narrative report shall include a report on the progress made by the grantee towards achieving 
the grant purposes and any problems or obstacles encountered in the effort to achieve the grant 
purposes. The financial report shall show actual expenditures reported as of the date of the report 
against the approved line item budget. Such reports shall be retained in the grantee's files for a period of 
not less than four (4) years after expiration of the grant period. 

The Foundation may, at its expense, monitor and conduct an evaluation of operations under the grant, 
which may include visits by representatives of the Foundation to observe the grantee's program 
procedures and operations and to discuss the program with the grantee's personnel. 

6. COPYRIGHT, FOUNDATION USE OF DATA, AND PUBLIC USE DATA TAPES. Except as may 
otherwise be provided in Section 12 hereof, all copyright interests in materials produced as a result of 
this grant are owned by the grantee. The grantee hereby grants to the Foundation a nonexclusive, 
irrevocable, perpetual, royalty-free license to reproduce, publish, copy, alter, or otherwise use and to 
license others to use any and all such materials, including any and all data collected in connection with 
the grant in any and all forms in which said data are fixed. If the box below is checked, the grantee shall, 
at no additional cost to the Foundation, cause public use data tape(s) to be constructed (with appropriate 
adjustments to assure individual privacy) in accordance with the specifications of the Inter-University 
Consortium for Political and Social Research, University of Michigan, including the full tape documen• 
tation outlined in the Consortium's current data preparation manual. Unless the Foundation shall 
otherwise specify, such public use data tape(s) shall include all data files used to conduct the analysis 
under the grant. The grantee shall transmit one computer-readable copy of such public use data tape(s) 
and the tape documentation to the Consortium upon expiration of the grant period. 

I_J Public use data tape(s) and full documentation required. 

7. PUBLIC REPORTING. The Foundation will report this grant, if made, in its next Annual Report. The 
Foundation does not usually issue press releases on individual grants; however, should the Foundation 
elect to do so, it would discuss the press release with the grantee in advance of dissemination. The 
grantee may issue its own press announcement but shall seek approval of the announcement from the 
Foundation before distribution. In addition, the grantee will be asked to review and approve a Program 
Summary briefly describing the grantee's activity which will be used by the Foundation to respond to 
inquiries and for other public information purposes. The grantee's approval shall not be unreasonably 
withheld. 

The grantee shall send to the Foundation copies of all papers, manuscripts, and other information 
materials which it produces that are related to the project supported by the Foundation. 

In all public statements concerning lhe Foundation - press releases, annual reports, or other 
announcements - the grantee is specifically requested to refer to the Foundation by its full name: The 
Robert Wood Johnson Foundation. 

8. GRANTEE TAX STATUS. The grantee represents that it is currently either (i) a tax-exempt entity 
described in Section 501 (c)(3) of the Internal Revenue Code and either (a) is not a private foundation 
described in Section 509(a), or (b) is an exempt operating foundation described in Section 4940(d)(2); 
or (ii) an organization described in Section 170(c)(1) or Section 511 (a)(2)(B). The grantee shall 
immediately give written notice to the Foundation if the grantee ceases to be exempt from federal income 
taxation as an organization described in Section 501 (c)(3) or its status as not a private foundation 
under Section 509(a), as an exempt operating foundation described in Section 4940(d)(2), or as a 
Section 170(c)(1) or Section 511 (a)(2)(B) organization is materially changed. 

9. CERTIFICATION REQUIRED WHEN GRANT MAY BE USED FOR RESEARCH INVOLVING HUMAN 
SUBJECTS. If the grant is to be used in whole or in part for research involving human subjects, the 
grantee hereby certifies that the grantee, applying the ethical standards and the criteria for approval of 
grants set forth in Department of Health and Human Services policy for the protection of human research 
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subjects (45 CFR part 46, as amended from time to time), has determined that the human subjects 
involved in this grant will not experience risk over and above that involved in the normal process of care 
and are likely to benefit from the proposed research program. 

10. GRANT TERMINATION. It is expressly agreed that any use by the grantee of the grant proceeds for 
any purpose other than those specified in Section 170(c)(2)(B) of the Internal Revenue Code will 
terminate the obligation of the Foundation to make further payments under the grant. 

The Foundation, at its sole option, may terminate the grant at any time if (i) the grantee ceases to be 
exempt from federal income taxation as an organization described in Section 501 (c)(3) of the Internal 
Revenue Code; (ii) the grantee's status as not a private foundation under Section 509(a), its status 
as an exempt operating foundation under Section 4940(d)(2), or its status as a Section 170(c)(1) or 
Section 511 (a)(2)(B) organization is materially altered; or (iii) in the Foundation's judgment, the grantee 
becomes unable to carry out the purposes of the grant, ceases to be an appropriate means of 
accomplishing the purposes of the grant, or fails to comply with any of the conditions hereof. 

If the grant is terminated prior to the scheduled completion date, the grantee shall, upon request by the 
Foundation, provide to the Foundation a full accounting of the receipt and disbursement of funds and 
expenditures incurred under the grant as of the effective date of termination. 

11. LIMITATION; CHANGES. It is expressly understood that the Foundation by making this grant has no 
obligation to provide other or additional support to the grantee for purposes of this project or any other 
purposes. Any changes, additions, or deletions to the conditions of the grant must be made in writing 
only and must be jointly approved by the Foundation and the grantee. 

12. SPECIAL CONDITIONS. The grantee accepts and agrees to comply with the following Special 
Conditions (if no Special Conditions are imposed, so state): 

The foregoing conditions are hereby accepted and agreed to as of the date indicated. 

Date: 1--c2z. r r Grantee Institution: University of Wisconsin System 

By: c~-1.u__/... -} , ·---Jh_ CI'-._~-/-._ 
(Signature of Authorized Official) 

Title: Administrative Officer 

Date: ~" .J--
°'°' 

By: ur:~k=o~ 
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~ PAIN & POLICY STUDIES GROUP 

-

~ WHO Collaborating Center 
~ ~ for Policy and Communications 

WR in Cancer Care 

January 26, 1999 

Rosemary Gibson 
Senior Program Officer 
The Robert Wood Johnson Foundation 
Route One and College Road East 
Princeton, NY 08543-2316 

Dear Ms. Gibson: 

THE ROBERT WOOD JOHNSmJ 
FOIJNflATION 

On behalf of the Pain & Policy Studies Group at the University of Wisconsin-Madison, we 
are requesting funding in the amount of ~or the project, Building Capacity to Promote 
Pain Policy Through Evaluation, Research Communication, under the direction of David E. 

Joranson. $ 99f,()(J(), Wtll-1pc,{'1'? 

The attached copies of our tax documentation are true and correct copies of the originals 
on file with our institution and they remain in full force and effect. 

The administrative officer of our organization is: 

Enclosures 

August Hackbart 
Administrative Officer 
University of Wisconsin System 
750 University Avenue 
Madison, WI 53706 
(608) 262-0152 

Sincerely, 

~~:-
Senior Scientist, Director 

~li-LA ✓-fh c.-/e.__ k~ 
August Hackbart 
Administrative Officer 

UW Comprehensive Cat'lc<l!!r Cet'l"te:r ,. Untv-!!rsi.tv of Wlscon.th"i.,.Ma.dio.on Mi:.dti:=:.al Scho<..~l 

1900 Unb•e1:al:ty Ave:n.uc Madlaon
1 
Wl 5:l10:5 USA (608) 263~1662 FAX, (tiiOB) 2.63-0259 
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I In t■ply ,.,., 10: 

I 
. •' 

-

"Tri~ UN IVERS! TY Cf \a/I SCONS i N 
185~. VAN HIS~ HALL 1220 LINDEN DR 
MAD l SCN" ·w ~ 5370::. 

S.:.sec on the information you recently subminad, wo.have classified you as an o;"oani::rntion 
th,a is not a private fouridarion .is defined in sec:ion 509,a)'ipf :he l_nternal Reven·1.1e Code. 

Your classific:ition is based on the assumption thtt your oper.:2tions will be as st.:.red in 
your no,ific~nion. Any ch.-ingos in your pi.:rposes, char.1ctcr. or method of ope:ation rr.ust be· 
repor:ed ,o yolJf District Oircc:or so he m.1y co:isicer the effect on your st;:itus.· 

' ~ 

~ ~. 

Chief. Rulings Section 
. Exempt -0,ganizations Branch 

JORM M·071&: !8•701 (CCNTif.UOlJSI 
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-· 
.. -••-~---mm 

46-63 Do not .,,,,,, r., llils :,:t::1 
,;,rl'I 

Nofi[icc.4tn stlus I Fer U,S 11:::1 only l 
IJ•U 177~,-t Concerning FoundaHan □ C!Jnir..::1;,111 

couc 
D,oo?1meftl cf !ho 'totsri::iy 

□ 
l11t1cr 

lnfuul ll.ovon~o .Sol"'ico C:odci . - 11.ll:l::l ol cr,1.ni.:;.li11n E.":'lp!cir:::r ldcnlilio:~11011 Hum:m· ... 
.l:: 

Uni ·,e rs i ty Wisconsin .. The of 39-6006492 
Cl - Numi:::r 11nd ,11c:t -~ 1856 V.:in Hise Hall, 1220 Linden Drive II,. 

~ Cily 0r lawn, Sl.:lc ar:.d ZIP ti::fa .. .. 
V.,,-di~l".'n. Wisc~nsin 53706 0: 

P!caso ffuco nn 11X11 in iho ono numbered b1ock thar applies to yct.:r org.:rnization, provide any additioncJI intormotio:­
· c:Hd ,or, ond return tho form pro:npily to tho !nfornul Revenue S:?rvi::!l Center, I 1601 Roosevelt- Boufov<lrd, F~iludelphi.: 
Pcnnsyivania 19155. Do net c:.cd: a block uni-ii you have read 1hc in::ru::tio:is and Code definitions applic~::!9 to th!: 
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Building Capacity to Promote Pain Policy 
Through Evaluation, Research and Communication 

STATEMENT OF THE PROBLEM 

In the last several years there has been a surge of national interest in state health policies 
affecting end-of-life care, including policies that influence pain management. Building on an 
existing movement in legislatures and state medical boards to clarify the role of controlled 
substances in pain management, the new trend is much broader and is being driven by an 
increasing number of influential groups that are working to improve end-of-life policy, practice, 
and palliative care. Many of these groups, representing patients, government, and a range of 
health care interests, are targeting state regulatory policies for change because they understand 
that adequate pain management is one essential part of quality end-of-life care. These groups 
include the Institute of Medicine, the American Medical Association, state medical and 
pharmacy associations, state government task forces and commissions, hospice organizations, the 
Community-State Partnerships to Improve End-of-Life-Care, Americans for Better Care of the 
Dying, state cancer pain initiatives, and state medical boards. 

While the potential for such groups to make change is great, each group would need to 
'invent the wheel' in order to systematically identify problems in their states' policies in order to 
be thorough. The development of alternatives may result in a wild variety of policies that do not 
take advantage of valid medical and legal principles and experience with policy development in 
this important area. The potential for these groups to improve pain management policy will be 
enhanced if they have access to policy resources that can help them to understand, evaluate, and 
improve pain policy. For example, our recent content evaluation of state medical board 
guidelines employed recognized medical and legal principles, and resulted in the development of 
a new and progressive "Model Guidelines for Use of Controlled Substances in Pain 
Management" (FSMB, May, 1998). These model guidelines, if adopted by state medical boards, 
could establish a more consistent national policy to improve pain management and address 
physician concern about being investigated when prescribing controlled substances. 

At present, however, a set of principles for evaluating pain policy is lacking, as is a state­
by- state evaluation of regulatory impediments. In addition, all state pain policies should be 
more easily accessible, with updates on the progress and issues as policies change from year to 
year. Surveys would provide valuable information about how physicians and regulators perceive 
changes in pain policies. Finally, these resources should be communicated to key audiences 
quickly and efficiently. 

The Pain & Policy Studies Group (PPSG) has piloted the development of tools for this 
task, and would like to accomplish the work and make available the results to the groups who can 
contribute to improving state pain related policy. 

3 
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BROAD PURPOSE 

There is a window of opportunity now, while the interest in pain relief and palliative care 
is high and still growing. Therefore, we propose to accomplish a systematic and comprehensive 
state-by-state evaluation of impediments in pain-related policies, communicate the results to 
interested groups in ways that will increase their capability to understand, evaluate and make 
positive changes; we will also study the effects of policy changes. The grant will accomplish this 
objective through three interrelated parts: (1) policy evaluation, (2) research, and (3) 
communications. 

ADVISORS TO THE PROJECT 

A multidisciplinary group of advisors will be appointed to assist the project staff in 
several key phases of the grant, including in the preparation and application of criteria for the 
policy evaluation, reviewing products in draft form prior to dissemination, and advising us on 
effective communication strategies. We will obtain additional input from others as needed, 
including specialized assistance from consultants (see Consultants section under Budget 
narrative). The advisors are professionals who are health or legal experts and who have made 
significant contributions to medical and legal policy in the area of cancer and non-cancer pain 
management. We will have regular communication with the advisors over the course of the grant 
- there will be periodic teleconferences with the advisors according to their availability. 
Individual meetings may be accomplished at national conferences of groups such as the 
American Pain Society. The following individuals have agreed to be advisors; others may be 
added as needed. 

1. June L. Dahl, Ph.D.: Dr. Dahl is a pain management pharmacologist and leads the 
national Cancer Pain Initiative movement. She has lectured extensively to health-care 
professionals about the pharmacological management of pain and about barriers to 
effective pain management. She is currently working to make pain management a 
priority in the health-care system and will be able to represent the needs of state cancer 
pain initiatives in relation to regulatory issues. 

2. Russell R. Portenoy, M.D.: Dr. Portenoy has published and spoken frequently on the 
appropriate use of opioids for chronic cancer and non-cancer pain in relation to the 
regulatory climate, has worked with state medical boards, and is knowledgeable about the 
regulatory situation in a key state, New York. 

3. Betty Ferrell, R.N., Ph.D.: Dr. Ferrell has published and spoken widely on the impact 
of pain on the patient, addressing regulatory barriers to pain management, and improving 
pain management nursing practice and education. In her capacity as chair of the Southern 
California Cancer Pain Initiative, she is familiar with regulatory issues in relation to 
patient care, particularly in another key state, California. 

4. J. David Haddox, D.D.S., M.D.: Dr. Haddox is the current President of the American 
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Academy of Pain Medicine and a former Director of the American Pain Society. He is 
certified in general psychiatry and addiction psychiatry by the American Board of 
Psychiatry and Neurology and is certified by the American Board of Pain Medicine, of 
which he is a past President. He lectures frequently on topics in pain medicine, has 
served as faculty for eleven workshops for state medical board members and has a special 
interest in regulatory and policy aspects of the practice of pain medicine. 

5. Myra Christopher, B.A.: Myra Christopher is Director of the Midwest Bioethics Center 
and its National Program Office for the Robert Wood Johnson Foundation, Inc. She has 
special knowledge of palliative care ethics and public policy, as well as an understanding 
of the needs of the new Community-State Partnerships to Improve End-of-Life-Care. 

6. James Winn, M.D.: Dr. Winn is Executive Vice President of the Federation of State 
Medical Boards of the United States (FSMB), is a former member of the Alabama Board 
of Medical Examiners, and has a broad knowledge of the regulatory aspects of medical 
practice. Under his guidance, the Federation has approved and recommended to the state 
medical boards a "Model Guideline for the Use of Controlled Substances in the 
Treatment of Pain." 

7. Ronald Buzzeo, R.Ph.: Mr. Buzzeo is a pharmacist and former official of the United 
States Drug Enforcement Administration. He has a thorough knowledge of national 
controlled substances regulation from a law enforcement and regulatory perspective. 

TIMELINE 

A schedule for accomplishing the projects in this proposal is included in the Timeline section. 

PRIMARY AIM 

Building Capacity to Improve Pain Policy 

Part 1. Policy evaluation 

Five outcomes are proposed. 

Products 

(1) Guide to Evaluation of Federal and State Policies.1 Year 1: A document will be developed 

1 Policies to be evaluated include both pain-related and pain-specific policies. Pain-related policies 
include laws, regulations, or guidelines that have the potential to affect pain management although they may not 
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that contains a state-by-state presentation of specific regulatory provisions that we will identify 
in a major criteria-based evaluation of federal and state medical, pharmacy and controlled 
substances laws and regulations ( as of 1998) as having the potential to impede pain management, 
as well as provisions which can be considered as preferable alternatives. 

(2) Changes in Federal and State Policy: 1998-2001. Year 3: A report will be developed to 
describe the changes that have occurred in the two years since the Year 1 Guide, above. 

(3) Annual Review of New State Pain Policies. Years 1, 2, 3: Three separate summaries of the 
pain-specific policies adopted in the previous year will be created and disseminated. 

(4) Electronic Access to State Pain Policies. Years 1, 2, 3: Our present compilation of state pain 
policies will be continuously updated and be formatted in a matrix-driven database containing 
the complete language of all pain-specific policies in state laws, regulations and guidelines. 

(5) Evaluations of Medical Board Pain Guidelines. Years 2, 3: Two additional policy 
evaluations will be conducted, one comparing the quality of the medical board pain guidelines 
adopted before the publication of the FSMB Model Guideline in 1998, with those adopted in the 
next two years; and one comparing this latter group with the Model Guideline. 

Procedures 

Data collection: Policy data will be collected primarily through the use of LEXIS, an up-to-date 
searchable computerized legal data-base for all federal and state laws and many state 
regulations.2 Administrative policies related to pain that are not available from LEXIS, such as 
administrative codes and medical and pharmacy board guidelines, will be obtained directly from 
the state agencies. 3 

specifically mention pain, such as a state's use of special prescription forms, dosage unit limitations, and definitions 
of "addiction" that may contribute to confusion between an "addict" and a legitimate pain patient. Pain-specific 
policies include laws, regulations, or guidelines that directly address the use of controlled substances for pain 
management, primarily laws such as Intractable Pain Treatment Acts [IPTAs], or administrative regulations and 
medical board guidelines relating to prescribing opioid analgesics for pain. For the purpose of this grant, pain-

. related policies can include pain-specific policies. 

2 We have chosen not to use the National Conference of State Legislatures (NCSL) Health Policy Tracking 
Service, which monitors health-care bills introduced and adopted by state legislatures, because this service does not 
make available the actual text of the policies but rather only sunnnaries of each legislative bill. 

3 We have state agency mailing lists and will send periodic requests. Our experience in requesting public 
policies indicates that this is an effective method to obtain state administrative policies. 

6 
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(1) Guide to Evaluation of Federal and State Policies. The "Guide to Evaluation of State 
Policies" will be a document designed as a workbook to assist people and groups who want to 
learn how to evaluate policies that can affect pain management in their state; it will explain the 
policy evaluation process, present a set of well-documented criteria for evaluating policy, list the 
provisions that were identified by our own application of the criteria to the policies of each state 
as of December 31, 1998, and offer model provisions that can be considered as alternatives. The 
Guide itself will be a reasonable number of pages of summarized information, which will include 
a matrix, or guide, to the provisions found in each state and at the federal level. Two Appendices 
will be available separately which will contain the exact language of provisions and alternatives 
for those who want a greater level of detail. The Guide will also contain an overview of pain­
related policy and a glossary of terminology, so that it will be useful not only for the experienced 
policy analyst but also to those who are new to policy evaluation. 

The Guide will be prepared in a hard-copy format, and placed on the PPSG website as 
soon as possible but before the end of the first year. The Guide will be disseminated to all 
Robert Wood Johnson Foundation-supported Community-State Partnerships, other grantees 
including Last Acts, and to State Cancer Pain Initiatives, State Medical Societies and many other 
organizations. 

The tentative outline of the Guide is as follows: 

Section I: Introduction: This section will explain the nature of policy analysis and pain policy, 
as well as the relationship of pain policy to medical practice and to patient care. 

Section II: Principles, Criteria and Questions: This section will present the international and 
national principles that will be used to develop the criteria and questions that will be used to 
evaluate both federal and state pain policies. This section will draw on (a) a review of the 
literature4, (b) our previous work to identify established legal and medical principles (Joranson, 
1990; Joranson & Gilson, 1994a, 1994b) and (c) a document which is in preparation for the 
World Health Organization titled "Guidelines for Evaluating National Narcotic Control Policies 
for Balance." 

The evaluation is a process that involves three steps: 

( 1) outline principles, 
(2) convert principles to criteria and questions 
(3) evaluate policies according to the criteria and questions. 

The first step is a presentation of the principles. For example, one of the most important 

4 e.g., the federal Controlled Substances Act and its legislative history (1970), the Clinical Practice 
Guidelines of the Agency for Health Care Policy and Research ( Acute Pain Management Guideline Panel, F ebrua:ry, 
1992; Jacox et al., March, 1994), the Single Convention on Narcotic Drugs (United Nations, 1961), and Cancer Pain 
Relief with a Guide to Opioid Availability (World Health Organization, 1996). 
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principles is that drug control laws should contain certain positive declarations that recognize 
that controlled substances, in addition to posing a potential threat to public health, are also 
necessary to maintain public health, and that the use of controlled substances to relieve pain is a 
legitimate medical practice. 

In the second step, the principles will be converted into evaluation criteria, and expressed 
as questions on a checklist that will guide the user through the third step, which is to evaluate the 
law, regulation or other policy for the presence or absence of provisions. 

The following is an example of the first two steps, beginning with a different principle, 
and then deriving the criterion that is then expressed as a question: 

The principle is that physicians, rather than government, should make decisions 
about how patients' medical conditions should be treated so that they are based on 
the physician's expertise and the patient's needs; a resulting evaluation criterion 
would be to look for "any state policies that restrict physician decisions regarding 
amount or duration of drug treatment;" the question derived from the criterion 
would be "Does this state have any policies that restrict the quantity of a 
controlled substance that can be prescribed?" 

Using the criteria, we will identify provisions as "identified provisions"(i.e., those provisions in 
federal and state public policy that are either consistent or inconsistent with the established 
criteria) that correspond to either of the following two requirements: 

( 1) (Should be present) Provisions that can positively affect pain management, i.e., a state 
controlled substances policy that recognizes that the medical use of controlled substances for 
intractable pain is a legitimate medical practice; or 

(2) (Should not be present) Provisions that can negatively affect pain management, i.e., a state 
regulation that restricts the number of dosage units of controlled drugs that can be prescribed at 
one time for a patient. 

Section III: (Results) Presentation of provisions identified by the evaluation: The scope of 
the evaluation will include federal policies, as well as all medical, pharmacy and controlled 
substances laws, regulations and other policies, such as guidelines, for every state. This could 
amount to as many as nine different policies evaluated for each state. The approximate number 
of public policies to be collected and evaluated are described in Table 1. 

Table 1. Scone of Public Polic~ 

Controlled Medical Practice Pharmacy Practice Total 
Substances 

FEDERAL 
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Laws 1 - - l 

Regulations 1 - - 1 

STATE 

Laws 51 51 51 153 

Regulations 25 51 51 127 

Administrative Policies - 25 5 30 

Total 78 127 107 312 

Table 2 is a greatly abbreviated matrix which will be used to present the provisions that 
we identify in the evaluation. A dot in a cell indicates that the PPSG evaluation found, according 
to the criteria, a particular provision in the policies of that state. Using this matrix, the user can 
quickly get an overview of the relevant provisions in their state. 

Table 2, Identified Provisions matrix 

Positive provisions Negative provisions 

Provision Provision Quantity of 
recognizing recognizing as Prescription is 
necessity of legitimate medical Restricted 
controlled practice the 

substances for medical use of 
public health controlled 

substances for 
pain 

Alabama 

Alaska • 
California • 
Delaware • 
Texas • 
Wisconsin • • • 

Section IV: Summary ofidentified provisions: This section will contain a state-by-state listing 
of all the provisions identified during the evaluation (including federal policies). This part of the 
Guide will enable the user to learn the type of provisions that were found, without having to go 
to the actual policies. An example of how this state-by-state synopsis will look can be found in 
Figure 1. 

9 
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Figure 1. Summaries of Provisions 

Alabama 

o Inappropriate or inaccurate definition of pain-related tenninology ("Intractable pain") (Board of 
Medical Examiners, Physician's Guide to Controlled Substances Regulation §1306.07(c)) 

Arizona 

o Inappropriate or inaccurate definition of addiction-related tenninology ("drug dependent person") 
(UCSA, Article 1, §36-2501 (A,5)) 

California 

o Inappropriate or inaccurate definition of pain-related tenninology ("Intractable pain") (Medical 
Practice Act, Business and Professions Code, §2241.5 (b)) 

o Restricts patient access to pain management (prohibits prescribing or dispensing controlled 
substances to addicts or habitual users) (UCSA, Chapter 4, Article 1, §11156 & Pharmacy Law, 
Chapter 9, Division 2, Article 7, §4362) 

o Restricts patient access to pain management (Requirement of special government prescription fonn 
for Schedule II opioid analgesics) (UCSA, Chapter 4, Article 1, §11161) 

o Inappropriate or inaccurate definition of addiction-related tenninology ("narcotic addict") ( Welfare 
and Institutions Code, Division 3, Chapter 1. Article 1, §3009) 

Users of the Guide will benefit from knowing the legislative history of identified 
provisions. For example, knowing that the historical origin of provisions that limit the 
prescription of "narcotics" predates today's knowledge about opioid analgesics will help to 
explain the need to revise and update policy. Therefore, Section N will present a discussion of 
the background or history of selected "identified impediments". This part will present the results 
of our legal research to explain the original intent of the language in the context of prevailing 
attitudes about opioids. For example, the term "addict" began to appear in state laws well before 
the 1970's when experts believed that mere exposure to narcotics like morphine was the major 
factor in producing addiction, diagnosed solely by the presence of physical dependence. 
Examples of other provisions that our legal consultant will research are the origins of required 
reporting of addicts, the definition of "intractable pain" which places use of opioids for chronic 
pain outside of generally accepted medical practice, and the requirement for consultation as a 
condition of treatment. This section will discuss whether removing such impediments are likely 
to increase the abuse of opioid analgesics, or whether removal will simply reduce the 
impediments to pain management. 

Section V: Models for change: This section will list summaries of provisions that can be used to 
improve state pain policies or serve as alternative language to provisions that are impediments. 
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These provisions will be drawn from some of the same sources as the principles and will be 
consistent with the criteria. For example, we will draw from the Model Uniform Controlled 
Substances Acts (National Conference of Commissioners on Uniform State Laws, August, 1970; 
July, 1990), the federal Controlled Substances Act (CSA, 1970), Model Guidelines for the Use of 
Controlled Substances in the Treatment of Pain (FSMB, May, 1998), as well as provisions 
adopted ( or repealed) by states to redress impediments such as replacing triplicate prescription 
programs with electronic prescription monitoring programs, or the repeal of dosage limitations. 

Thus, in addition to learning how to evaluate policy using criteria, and in addition to 
seeing the results of such an evaluation, users of Guide will have examples of policy alternatives 
including changes that have occurred in states to address impediments. The availability of 
alternatives may facilitate the change process, since it eliminates time-consuming steps that 
might not otherwise be taken to learn what options are available. An example of how Section V 
would be formatted, according to each identified provision, is provided in Figure 2. 

Figure 2. Alternative Provisions 

Inaccurate/inappropriate definition of terms relating to addiction 

1. New York State law until recently had legal definitions of"addiction" and "habitual user" which 
had the potential to include pain patients who are physically dependent on opioid analgesics. The 
state legislature revised both definitions to exclude pain patients, which became effective on 
November 1, 1998. (New York Public Health, Article 33, §3302) 

2. 

Quantity of prescription restricted-dosage amount 

1. In Wisconsin, the Controlled Substances Board found that the '120 dosage units or 34 day supply' 
regulation of the Pharmacy Examining Board led to confusion and unnecessarily limited the 
prescribing of controlled substances, especially in the treatment of cancer pain. The Pharmacy 
Examining Board amended the regulation to repeal the 120 dosage unit restriction, while retaining the 
34 day supply limitation. (Wisconsin Administrative Code, Pharmacy, §8.05) 

2. 

Section VI: Terms and concepts: This section will contain the definitions of commonly used 
medical and legal terms, as well as an overview of the federal and state regulatory system that 
affects the use of controlled substances for pain management. 

Section VII: Appendices: To reduce the size and complexity of the Guide, two separately 
available Appendices will contain even more complete information about the provisions present 
in federal and state policy, which will be useful to a select group of individuals. The Appendices 
will be distributed to a more limited audience but will remain available to others by request. 

11 
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Appendix A: Detail of Provisions from Section III, which will contain the fuU text and citations 
of the provisions identified by the criteria evaluation. 

Appendix B: Alternative Provisions from Section V, which will contain the full text and citations 
of alternative policies that could be used to improve state pain policies. 

Format and distribution. The "Guide to Evaluation of State Pain Policies" and the two 
Appendices will be put on the PPSG website. The matrix in Section III will be automated so that 
clicking on a dot in a cell will link the user directly to a down-loadable electronic document with 
the full text and citation of the provision, which in tum will be linked to the alternative 
provisions. This format will allow a user to move quickly through an extensive text database, 
identifying the impediments in any state, as well as alternative provisions. Such immediate 
access to complete pain policy information will give users the information necessary to identify 
impediments and craft alternatives that can be used to support changes in policy to improve pain 
management. 

In addition to being available on the PPSG website, the Guide, its computerized matrix, 
and the two Appendices will be put on CD-ROM in a variety of formats for distribution to 
organizations or individuals who want local computer access to the information or may not have 
ready access to the Internet. 

(2) Changes in Federal and State Policy: 1998-2001. In the last year of the grant, we will issue a 
report on all changes in pain policy that occurred in the three years since 1998. The document 
will summarize the status of policy impediments in 2001, compare it to the status in 1998, and 
provide a state-by-state review of the changes during the period. In addition, this report will 
analyze the trends and discuss future directions. This document will be useful for groups with a 
long-term interest in improving pain policy in their state or at the federal level. 

Format and distribution. This document will be provided in hard-copy format and will be 
available on the PPSG website. Distribution will be to the list of organizations who received the 
Guide, plus the groups who become involved in pain policy during the next few years. 

(3) Annual Review of New State Pain Policies. In each year of the grant, a document will be 
prepared that summarizes all new or modified pain policies from the previous year, such as the 
adoption of intractable pain treatment acts and medical board regulations and guidelines on 
prescribing controlled substances for pain. The Annual Reviews will contain (a) the cumulative 
trend of pain policies since 1980, and (b) a state-by-state listing, citation, summary and 
commentary for each new policy in the previous year. 

Format and distribution. The Annual Reviews will be made available on our website and 
will be distributed to key individuals and organizations such as health care providers, patient 
advocacy groups, state cancer pain initiatives, state government pain commissions, state pain 
summit meetings and task forces, state legislatures and medical boards. 
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( 4) Compilation of State Pain Policies. The PPSG has received many positive comments about 
its down-loadable website database of the full text of pain policies currently in force, including 
relevant federal and state laws, regulations and guidelines. Therefore, this policy database will 
be continuously updated during the grant period. In addition, it will be upgraded to a more user­
friendly menu-driven matrix format as in Table 2. Clicking on the dot in a cell will provide 
direct electronic access to the full text and citation of the pain policy. The accuracy and 
completeness of the Compilation data-base will continue to be assured through our internal 
quality control procedures and our regular monitoring of the policy environment. 

Table 2. Matrix of State Pain Policies 

Laws Regulations Guidelines/Statements 

Alabama • 
Alaska • 
California • • 
Delaware 

Texas • • • 
Wisconsin • 

Format and distribution. The Compilation will continue to be available on the website. a 
CD-ROM with multiple file formats, and a limited number of hard copies will also be printed. 

(5) Evaluations of Medical Board Guidelines. The adoption in 1998 of the FSMB "Model 
Guidelines for the Use of Controlled Substances for the Treatment of Pain" is an important event 
in the history of policy to improve pain management and to address physicians' fears of being 
investigated when prescribing opioids for patients with pain. We have already shown that the 
Model Guideline has a number of attributes that are lacking in the 24 guidelines which existed at 
the time the Model Guideline was adopted (Monterroso, Gilson, Williams, Nelson, & Joranson, 
November, 1998). For example, the FSMB encourages all licensed physicians to view pain 
management using controlled substances as a part of quality medical practice. Terms related to 
addiction and pain management are defined and used correctly, and for the first time, a clear and 
reasonable policy is established for the medical use of opioid analgesics to address physicians' 
fears of regulatory scrutiny. 

Two evaluations using the Model Guideline will be accomplished. The first (in year 2) 
will compare the 24 medical board policies in 1998 with "second generation" policies, i.e., those 
that are adopted in the next two years; the second (in year 3) will compare the "second 
generation" policies with the parent policy, i.e., the Model Guideline. We hypothesize that 
policies developed after the Model Guideline was disseminated will reflect a higher quality of 
policy, i.e., they will contain language which is balanced in recognizing the medical use of 
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controlled substances, more direct in addressing physicians' concerns about investigation, and 
more accurate in terminology. These evaluations of the quality of guidelines will use the content 
analysis methodology (with modifications) that we used for the "Pain Management and State 
Regulatory Policy" grant (Joranson, 1997). 

Part 2. Empirical research 

Purpose 

To complement the evaluation of pain policy, trends in abuse and medical utilization of 
opioid will continue to be studied in order to evaluate any changes in the rate of opioid analgesic 
abuse in the U.S. 

Product 

( l) Trends in abuse and medical utilita_tion of opioids O 980-2000}. Years 1, 2, 3: Analysis of 
the abuse of opioid analgesics compared to their medical consumption will be conducted to study 
changes in these important trends, which are indicators of the "balance" being achieved in 
preventing abuse while ensuring availability of opioids. 

Procedures 

(I) Trends in abuse and medical utilization of opioids 0980-2000). This section will contain 
several parts. The first part will be a report that updates the trends of abuse and medical use of 
opioid analgesics. In the previous grant we reviewed several data sets [2] and determined that 
from 1980-1995 the abuse of opioids such as morphine was very low and stable.5 This was true 
despite large increases in medical use, according to consumption data supplied by the Drug 
Enforcement Administration (DEA). In this part, we will collect and study several more years of 
the Drug Abuse Warning Network (DAWN) and the Automated Records and Consolidated 
Orders System (ARCOS) data [3, 4]. We will also continue to receive reports from the Toxic 
Exposures Surveillance System (TESS) in an effort to corroborate the abuse trends with another 
source of morbidity data on opioid analgesics. 

5 Our preliminary comparison of the DAWN and ARCOS data, conducted during the first grant, revealed a 
consistently low abuse rate of Schedule II opioid analgesics, while the overall rate of drug abuse increased. In fact, 
the frequency of these drugs has declined as a percentage of all DAWN mentions by over 60% over the a 16-year 
study period, from 3.6% of all DAWN mentions in 1980 to 1.35% in 1995. 
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Part 3. Communications 

Purpose 

Consistent with the purpose of this grant, the purpose of this section is to increase 
awareness of pain policy issues and the ability of key individuals and organizations in 
government and health care to evaluate and improve policies that affect pain management. This 
will be accomplished by implementing a proactive outreach effort to communicate the products 
of this grant to a broader range of individuals and groups than we have had the capability for in 
the past. This goal will be accomplished using means in addition to ordinary channels of 
publishing articles and disseminating reports. 

Products 

Four outcomes are proposed. 

(1) Maintenance of PPSG website. Years 1, 2, 3 

(2) Expansion ofpAINP0LICY listserve. Years 1, 2, 3 

(3) Rapid and efficient technical assistance and dissemination of information. Years 1, 2, 3 

Procedures 

(1) Maintenance of PPSG website. The PPSG website is being used more and more, now 
averaging approximately 250 hits a day. At present, users can find information on our website 
about a range of pain policy issues, a compilation of current state policies, and resources in 
federal and state policy. We have received many positive comments: one prominent professional 
told us she uses the website extensively for research, another said he was a" real fan of the 
website." The website recently received an award from Growth House, Inc. for its content.6 The 
use rates and comments suggest that the PPSG website has become a valuable policy resource 
that should be maintained. 

We will expand the website to include the materials produced under the grant, including: 

o "Guide to Evaluation of Federal and State Policies," linked electronically to appendices 
containing the full text of state pain-related policy provisions, and the full text of 
alternative language used by states to change policy, 

o "Changes in Federal and State Policy: 1998-2001," 

6 Growth House, Inc. is an organization that deals with end-of-life issues. 
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o Three "Annual Review of New State Pain Policies"documents, 

o Electronic access to State Pain Policies, including updated IPTAs, and medical board 
regulations and guidelines, 7 and 

o Comprehensive links to other pain-related websites, as well as infonnation about pain­
related listserves such as Oncopain, Last Acts, Mayday Pain Link, Project on Death in 
America, and Midwest Bioethics Center and the Community-State Partnerships. 

In addition, the website will be publicized through advertisements and notices in a variety of 
newsletters, professional journals, listserves, and e-mail broadcasts. Further, we will add 
resource materials produced by others with appropriate copyright permissions. 

(2) Expansion of PAINPOLICY listserve. During the previous grant we piloted a listserve to 
provide a vehicle for multidisciplinary communication among individuals and groups who want 
to advance pain-related policy. The purposes (which do not include lobbying) are: 

o discussion of pain-related regulatory and policy issues, 

o discussion of whether a particular policy or proposal is a potential risk or benefit to pain 
management, and how to make such determinations, 

o sharing of successful and unsuccessful approaches to overcoming policy barriers, 

o sharing cases where patients or professionals have been affected positively or 
negatively by policy, 

o disseminate news about changes in policy, 

o announce meetings relevant to pain policy, and 

o identify useful (or problematic) resource materials, journal articles, etc. 

Recently, listserve discussions have included: (1) the FSMB's Model Guideline and how 
it is an improvement over existing state medical board guidelines, and (2) the recent trend in 
proposed state and federal policy which perpetuates the myth that use of opioids in pain 
management hastens death. 

Current subscribers include representatives of the American Society of Pain Management 

7 
The computerized matrix of state pain-specific policies will replace the "State Pain Policy Binder" 

developed during the first grant, although a hard-copy document will be made available for limited distribution to 
individuals without Internet access. 
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Nurses, the National Alliance for Breast Cancer, the Western Pain Society, the American Pain 
Foundation, the American Pharmaceutical Association, the American Academy of Pain 
Medicine, Hospice organizations, and state Cancer Pain Initiatives. Expansion of the listserve 
will include those from whom we have already received requests, as well as a much broader 
representation of individuals and groups. 

(3) Technical assistance and dissemination of information. Staff time has been budgeted to 
respond to requests for assistance from an increasing number of health and government 
organizations including medical boards that are developing pain management and end-of-life 
Initiatives. These groups periodically request our review and comment on draft policies and 
typically incorporate our comments into the final policy. During the previous grant, such 
requests came from the National Foundation for the Treatment of Pain, the American Pain 
Foundation, the National Hospice Organization, the Institute of Medicine, the National 
Conference of State Legislatures, the American Pharmaceutical Association, the Arizona Board 
of Medical Examiners, the Maine Board of Medical Examiners, and the Federation of State 
Medical Boards. 
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Endnotes 

[ 1] A national survey of practicing physicians was originally considered for this grant to increase the 
generalizability of results, but two substantial limitations argue against the use of such a 
methodology. First, because a primary aim of this survey is to gain an understanding of 
practitioner awareness of policy development in their state, there is a need to select some states 
in which policy creation or modification is being considered. The use oflarge-scale survey 
methodologies, such as Multi-Stage Probability Sampling or Probability-Proportionate-to-Size 
sampling, would not easily conform to this goal since the number of practitioners in each state 
(and not its policy environment) would determine the probability of a state's selection. Second, 
there is little need to make these surveys generalizable to every practitioner in the U.S. Our 
interest is specific to the changes in physicians' beliefs and attitudes over time as they become 
aware of policy activity in their state. It is highly doubtful that such policy change will occur in 
every state over the course of the grant period. There is, therefore, a need to select states based 
on their current or potential policy activity in order to maximize efficiency of the sampling 
process. 

[2] The data-sets are: (1) Drug Abuse Warning Network (DAWN) Annual Emergency Department 
Data to identify substances associated with drug abuse episodes that are reported by a nationally­
representative sample of emergency departments, (2) American Association of Poison Control 
Centers Toxic Exposure Surveillance System (TESS) Report, which tracks inc1dents of 
hazardous drug exposures reported to a large sample of poison control centers, (3) Substance 
Abuse and Mental Health Services Administration (SAMHSA) National Household Survey on 
Drug Abuse {NHSDA). which measures the overall prevalence of drug abuse in the U.S. by use 
of a stratified, multi-stage probability sample of households, and ( 4) Drug Enforcement 
Administration (DEA) Automated Records and Consolidated Orders System {ARCOS) , a 
federal computerized data system that collects data on the amounts of certain controlled 
substances that are distributed to the retail level, and which can be used to monitor the national 
and state patterns of "consumption," of certain controlled substances. 

Evaluation of the NHSDA data-set during the first grant suggests that these data cannot be used 
effectively for our purposes because their standard reporting formats do not provide sufficiently 
detailed information about opioid analgesics such as morphine, oxycodone, and hydrocodone, 
while DAWN and ARCOS do. In addition, the availability of TESS data is compromised by the 
substantial cost associated with needing the American Association of Poison Control Centers to 
conduct data runs for the required drugs. As a result, we will collect only DAWN and ARCOS 
data for this grant. 

[3] ARCOS is a national database that reports both national and state drug consumption for various 
controlled substances by both total grams consumed and grams/100,000 population. Through the 
use of ARCOS data, state drug consumption trends can be monitored to determine changes in 
opioid analgesic consumption over time. In fact, ARCOS data are used commonly by the DEA 
to rank states according to their retail distribution of a particular drug. Historically, states with 
high rankings were identified typically as "problem states" and efforts were begun to investigate 
possible reasons for such elevated consumption. In addition, a recent policy brief about Oregon 
used ARCOS data to quantify that Oregon currently ranks first among states for prescriptions of 
morphine- a statistic interpreted to reflect the "magnitude of Oregon's progress in pain 
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treatment for the dying" (State Initiatives in End-of-Life Care, June, 1998, p. 5). 

[4] DAWN is a large-scale, ongoing retrospective survey of medical records that involves that 
collection of information from a multi-stage probability sampling of hospital Emergency 
Departments in 21 metropolitan and other non-metropolitan areas. Since 1990, the participating 
hospitals have constituted a representative sample of all such hospitals (SAMHSA, 1996; 
SAMHSA, 1991). DAWN is the most widely-cited national drug abuse monitoring system 
(Adams 1990, 1991; Adams & Kopstein 1993; Anthony 1979; Cooper et al 1992; DEA 1995; 
Eissenberg 1997; GAO 1978, 1982; Greenfield 1995; Haislip 1992; Hollister 1990; Jacob 1990; 
Lambert 1990; Office oflnspector General 1991) and is, therefore, familiar to drug abuse 
researchers. 
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PAIN & POLICY STUDIES GROUP 

-

:'ti WHO Collaborating Center 
\:I J for Policy and Communications 

'i!I in Cancer Care 

February 1 7, 1999 

Rosemary Gibson, Senior Program Officer 
The Robert Wood Johnson Fowidation 
College Road East 
P.O. Box 2316 
Princeton, NJ 08543-2316 

Re: Addendum 

Dear Rosemary, 

Further to our conference call on February 11, 1999, we are submitting this addendum to 

the grant proposal "Building Capacity to Promote Pain Policy Through Evaluation, Research and 

Communication." We will eliminate the proposed empirical studies and provide information you 

requested about other projects. 

We proposed several swveys using repeat mailings and incentives of physicians and state 

regulators to study their perceptions of the unprecedented changes that are occurring in state 

laws, regulations and guidelines (in part due to our efforts). We have demonstrated that this type 

of methodology has provided statistically valid and reliable empirical data for studying the 

medical board member population. It may be possible as you suggest to increase the response 

rate for the third survey of all state medical board members in the U.S. from the 54% we received 

for our 1997 Time-2 mailed swvey to the requested 80% return for our proposed Time-3 re­

survey. We agree this is a desirable goal, but achieving this rate ofretum would necessitate a 

different and more expensive survey methodology that is not within the target budget. Therefore, 

this and other similar surveys are deleted from this proposal and budget: the surveys of medical 

board members, controlled substances regulators, physicians and pain specialists. 

A question was raised about our proposed statistical study of the trends in abuse and 

medical use of opioids needed for severe pain. Due to the level of concern that increasing 

medical use of opioids in the class of morphine will lead to an increasing drug abuse problem, we 

proposed to conduct a statistically valid study that we hypothesized would confirm that abuse of 

opioids has been very low and stable over time for most opioids, compared to their rapidly 

increasing medical use. Due to the costs of acquiring the data needed for such an evaluation 

(according to our statistical consultant), we will eliminate this study. However, we wish to 

continue our study of the trends and of any year-to-year changes in the aggregate abuse and 

medical utilization of those opioid analgesics that are needed for managing severe pain, a trend 

that is especially relevant to public health policy in drug abuse and palliative care. The results of 

these latter studies will be communicated directly to professional audiences through publications, 

l 
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conference presentations and periodic news updates. 

Medical board guidelines--comparing the second generation to the first 

Our content analysis of 24 medical board guidelines in 1997 resulted in the recognition 
that such guidelines were of variable quality, and also provided guidance for the development of 
a Model Guideline that state medical boards could follow. A question was raised about the 
purpose of the qualitative analysis we proposed to compare the first generation guidelines with 
later guidelines that had been developed with the benefit of a model policy. The purpose is to 
determine whether there are qualitative and quantitative differences (i.e., improvement) between 
the two periods, and thus to study whether a model guideline was an influence on subsequent 
policy. The results of this study will provide boards and their Federation with data that can be 
used to decide the next steps needed in achieving a uniform national policy to encourage better 
pain management and end of life care. 

Technical assistance 

The PPSG is regularly asked to provide comments on policies that are being developed 
related to pain management. A major example is the extensive assistance we provided to the 
National Conference of State Legislatures document on state legislation. In addition, we have 
responded to the following requests in the last three months: 

l. (from the American Pain Foundation and the National Hospice Organization) for comments on 
draft federal legislation on pain management and end-of-life care authored by Ron Wyden (OR) 
titled "The Conquering Pain Act of 1999" as a response to the "Lethal Drug Abuse Prevention 
Act," 

2. (from the American Medical Association (AMA) Council on Scientific Affairs) for comments 
on a draft report titled "Use of Opioids in Chronic Nonmalignant Pain," 

3. (from the Maine State Board of Registration in Medicine) for comments on a proposed state 
regulation titled "Use of Controlled Substances for Treatment of Pain," 

4. (from the Oklahoma State Cancer Pain Initiative) comments on a proposed state regulation 
Oklahoma State Board of Medical Li censure and Supervision titled "Intractable Pain 
Regulations," 

5. (from the Kansas State Cancer Pain Initiative) comments on draft state legislation relating to 
pain management introduced to the Legislature of the State of Kansas. 

PPSG was asked to review these proposed policies to identify language or provisions that 
could lead to confusion or had the potential to create barriers to effective pain management. In 
fact, the review of the 20-page AMA draft report resulted in a six-page single-spaced letter that 
was submitted in short time to the Cowicil on Scientific Affairs. The extensive amount of time 
and effort necessary to review the report and draft a response is the rule, rather than the 
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exception. Given the amount of time and effort to provide thoughtful and extensive comments 
regarding pain management policies, and with the likelihood that a greater number of future 
requests for review will be forthcoming given the increased number of pain-related policies being 
introduced, we believe that technical assistance is an important activity within the grant. 

The total budget impact of these proposal modifications is contained in the adjusted 
Budget and Narrative section, enclosed with this letter. 

Thank you for the opportunity to respond to your questions. We look forward to any 
further questions. 

Sincerely, 

David E. Joranson, M.S.S.W. 
Senior Scientist, Director 

Enclosure 
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-
PAIN & POLICY STUDIES GROUP 
- WHO Collabom;ng C,nte, 
\ · j for Policy and Communications 

- ~ in Cancer Care 

January 26, 1999 

Rosemary Gibson 
Senior Program Officer 
The Robert Wood Johnson Foundation 
Route One and College Road East 
Princeton, NY 08543-2316 

Dear Ms. Gibson: 

THE ROBERT WOOD JOHNSON 
r-0! !\IPATION 

JAN 2 8 'i99S 

On behalf of the Pain & Policy Studies Group at the University of Wisconsin-Madison, we 
are requesting funding in the amount of ~or the project, Building Capacity to Promote 
Pain Policy Through Evaluation, Research Communication, under the direction of David E. 

Joranson. 1 m,orxJ. ,ni-,pq{i? 

The attached copies of our tax documentation are true and correct copies of the originals 
on file with our institution and they remain in full force and effect. 

The administrative officer of our organization is: 

Enclosures 

August Hackbart 
Administrative Officer 
University of Wisconsin System 
750 University Avenue 
Madison, WI 53706 
(608) 262-0152 

Sincerely, 

~~:-
Senior Scientist, Director 

cz,,-;r..,-LA- '-;) ~ Jh-ck._~ 
August Hackbart 
Administrative Officer 

UW Comprehensive Cancer Center, University of Wisconsin-Madison Medical School 
1900 University Avenue Madison, WI 53705 USA (608) 263-7662 FAX: (608) 263-0259 
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University of Wisconsin-Madison 
Graduate School, Research and Sponsored Programs 

THE ROBERT WOOD JOHNSON 
F()I /i\l; I ( '' 'l'; 

JAN 2 ~ 1999 
,,l.i/1,li, :....~1-~-~-· "'·"*1:4-··..i...:a::~,,(, 

RECORDED OAT,G SHEET 1
' 

UWProposal#· ?1581 

The attached application has been administratively approved on behalf of 
the Board of Regents of the University of Wisconsin System and is submitted 
for your consideration. Please.keep our office advised as developments 
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LPERSON'N'EL 

-
Bud1et Nurative 

Grant Period: (from (1/1/99 to 1/31/02) 
Budget Period: '(from 8/1/99 to 7/3 l/00) 

Project Year 1 

NO.692 P004✓020 

Attaehld in Appe■diz A i11 a brukdow■ of paunt effort per wk u pnpo111ed in tlae thne 
yar pnjeet pnpo11II. 

lnim Dim;tor, Dayjd B hv:wm MSSW 90% fii 
The project difedor i1 1CCOUntlble for plmns. organiz.ing and diredins the policy evlluation. 
reRUch md communication programa of this project. Spomic; rapcuibilitiei indude directing 
staff in deaigning a policy da collection protoco~ ovncswing the content andylis of laws, 
npluiou ud piddiu1 and rmewmg report111 and dacwncms raultmg tom the policy 
1vlluation. He wiU direct atd'm the development of mtaia Uld the uaa1yli1 or re111li1 ud will 
1110 direct the development of a communications network and the prepmtian of documents and 
repon• that will be made available on the Webaite and in hardc:opy ta our target 1Udimces. 

CP:Pimur- MM M Qilm Phil 90% FTE 
The co-director will uaist the director to plan, orpniu, wt diroet the projects in thi1 propolll 
and will be rapomible for cond14Ctin1 the ecmtent Ullyais of this project. He will 1110 be 
responsible for the rNtmch design upset of the policy CIYlluation progrUl of this pm and will 
lead tu work-group mponiible for preparing the documents ud reports raulting from the 
policy evaluation. 

lmim Adyilgr. lYn@ L, Pthl PhD, $% fTB 
The project advi1110r ofthi1 propow will be reapomiblc for uaisting projm directors Ind. staff in 
communicating Uld disseminating dOC1Jment11 and report1 to the target IUdieacm. She will usisi 
the project in rapondiq; to the needs of~ pain initiatives ud provide apertiH in the •• 
of pain m1Mgement Ind phumacology. 

ftlia A1wt, KvfD M. &Yu, MA, W/4 FTB 
The policy ualyat will be rnponlible for tbe content review of the laws, replation1 and 
guidelin11. These document& will be cataloaed ud nm.wed for c:omeai and specific: luguage 
that i1 defined by tho pramc:e or •1m1ce or poaitiw and nc,ptive provisions. She 'Will be invQlved 
with the conceptuaiation, formamng md creation of the 1m1ull tmew'S, evaluadom uid 
suidelma u outlined in the pt. She will prep1re the trend ullyai1 for opioid abuse uid she 
will &110 HrVe 2111 the moderator for tho liatserve. 

BMemb Pmgr,m Mu•Pf: CGJyq M WiJli!YNr MIA, 1S% fIE 
Tho ruearch progrw man11er will uut the co .. Dirmor in m&DQins lhe day to day activities 
of thi111 project including finmc:w Md pamnnel resources. She will milt the direc&or uad co-

l 
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dinaor in diatributin111ad coordinating work ud will be rapouible for~ co1t1 of 
pro~. d~lopms the budset1 for ueh prognm activity, 1nd pnpuing thummlll imd progreu 
nport1. She will participate in nuwch duip. develop proj~ timelina, and eoordimate quality 
eomro1 of produd1. 

1nr,m11kt1 rruu,;n1 eou,u•Yia lobn M HIia Ml ?9% m 
Tho information pmc;alling comultl.Dt will ovotMO Ill dm entry indudins the development. and 
maintenance of a refermce dat,bt• which includa citations b- publication and tedmir.al 
Ulimnce. He will perform the dltl mlysil for the evaluation of medieal board suideline1. The 
information consultant will work with ltdto avelop the eleeironie matrix_ ud tho linkina of 
thou ud other supporting doeumenta to die weblite ad will asist in tho maintenance of the 
Listurw. He will produce I CD-IlOM venion of the evaluation uid iUPPortml appendices. 

Appgi9te IMWY S,Ui1Ji1t Mtdbl A Mfwer. BS JOO¾ ffl 
The asocwc rawch 1pedllilt will be rnpomible for the monitorin& colloc:tion md 
orpniation of fedenl and it.ate law1 and replatiou via Lma_ u Mil u working with mte 
medical boeni1 to obtain rcgulatO!y' polici11 related to pun m&n1&emmt. Tho uaodate rllWch 
apedaliat 'Will work with the direeton U1d pcliey analyst to ldect appropriate policies, and 
convert them into computer•Rldlble t• daQ.lmllltl. She will work with the information 
comultant to catalog the document,. She will be involved in the critw-bued evwu.iion of the 
mllcded paliciu and th, mldiw board pideline Wiluatiou. She will -110 usist in tho 
preparation of documata ad reports. 

QnHmo Sga;t,Htt. TBA, SQ% m 
The outrMCh apecilliat will coordinate the dl"om of the ll'OQP to increue the awuemu of pain 
policy iqua md to bro-4en the disHmination of products of this propoul to key individual, ud 
orpniationa in government 111d hedth we. This includa the evaluation piddina. mmull 
report1, and other do~•. The ouU'IGh 11paali11t will maim uiiat the Auociato lntbrm.tion 
Couultmt in ffllimainms the Wlblite and wist in moder,tin1 the listlerff to moet the needl of 
the many uur BfOUpa. He/she will also work c.loMly with the public relatiou firm to facilitate 
DIWI byta, Rima. ud bridnp. 

Pnmm AMMbtaft DA. sge4, m 
The proll'lffl Uliant: will be responsible for rapondina to information requuu and auiltin1 
l1aff' members for production and 4i~on of report■ ud documems to the target 1udiencc1 
ofthia propoSII. He/she MIi support importina text. He/She will Ibo provide orgaiational 
suppon Ind dericll mppon to other project naff on Ill projects. Thia is 1n howty cluaified 
poait:ion thereby eomtitutin, a di&rem &inge benefit rm than oths projKt pcnomel. 

Qffla e\llihPI, IPA- lQ'/4 FIR 
The oftiee a111i1tnt permn(a) will •• in rapondins 10 infonutiOII nsquats, and provide 
s..-.1 offiee uli1WJA 1UCb u fflin& copying. md mrie\'11 of libruy reftRnce materiala for the 
producuon and diueminad.on af the edueatioul d~ment1 to 'be developed under thi1 propoMI. 
Tbi1 polition will be filled by undergnduatc atuclmt worken. 

l 
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DINGE BENEfflS • Benefits 1re provided by the State of Wismmm and administered by the 
Uftivuaity of'Wiaeonain Sym,m. A ehan 'bmakiq down the components of the Frinse Benefit 
rat• ofUnim11ity of Wi1mnlin •plo)'Nt ia found in Fipe l. 

Figure 1. 

a.efit Category Sd' fropua Office 
ANiltut Allilut 

laeom, Cead1111atlon O.H 1..0, 

Un1mployme11t Comp. GUI 0.1'7 

worur-111 Comp. o.,z o.u 
hcial Security !.71 ,.o, 1.11 

Median 1.45 1.45 0,45 

Bealtb lmunace U.'7!1 11.3'7 

Lir, laanmee 0.07 0.10 

Retinm•t 14.20 14.20 

EM. Admlnlatndan 0.01 0.01 

Prior Yur Adj 0.14 0.'71 o.u 
To1811 34.00% .. 

. 
3.00% • 42.!0% 

Iidl 111m fdaphte fdAm 
Project Diroeior S 71,290 34.06/4 126.619 
Co-Director S JS.981 34.0% $12.234 
Project Advisor S S,39S 34.00/4 S 1,134 
Policy Amlytt $29,357 34.0'/4 $ 9,911 
Ra. Pros, Mp. I 33,994 34.00/4 $11,SSI 
Info. Pmcealliq $ ll,980 34.06/4 $10,173 
Auoc. lea. Spee. S 24,310 34.0% $ 1,219 
Outreach Spee. $16.000 34.0% S 5,440 
Pro.-m Allistam S 10,615 42.S.0% S ◄.SU 
Office Alutut S 4.992 3.0% s uo 
TotllFrinps S 91,489 ~ 

4 
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D 0TDR DIRECI' COSTS 

Office Opmatlo111: 

S,q;,pliea .. ne requuted supply budget i1 $2,700 in Y ur 1. Thi• mduda S 1.100 far 
office 1Uppliu 111ch u fix paper. pem, peneil1. file foldm. Md lmd1. Referance 
marilll and the purcb• ofllM u.d replation, not aVlillble cm the Internet is 
esdmlted at $900 per yw. This is hued on a eolloetioa of modiel! board rllUlatiou and 
mning regulltiom done in 1996. 

Comp,11,r nppllu • We n requesting u aiimated SSOO for mainianc:e of computm .. 
Tbi1 would includo memory uplfld.C:$120), hardware~ (i.e. cables, modenu, 
lard drivel(-$325)), toner cartridga (SSS), etc. Thae itema will be p'W'dwed u 
needed. 

Dupllcatlnxlprlntlng • Co111 for ckaplication of refenmce materials. reportl and doc:umenu 
i11 $2,165. This ii "81d on historical cost• of1imillr report• t!m were prepared for a 
previous Robert Wood Johuon fmmdatian pt All duplicatmg'printing is done by on .. 
campu1 llrvicea or by UW or State eontnct, whatever ii mast cconomiQI. 

r,1,p1,on, .. We are requestina mpport for ten tolephone ud modem linn for project 
personnel. Each person hu two telephone liml (one dedicated modem line and one voice 
line). Yearly line rental pa- line is 1175 for I tow ofS1,7S0. Line uuge for telephone 
linu i1 eltim11ed It $405. Tow telephone chqn of S2, l ss. 

Posmp - U.S. posuge ~• n ~ at $1,SOO. This induda the mailins of repons 
and conapondcmce. ad the ailing of dOC\UUfftl to tar1et Ddi .... This coat i1 bued 
on bi1toric:al colts of similar mailinp thlt 'Wm'I done for our previous Rohen Wood 
1ohnaon foundation srant and projKt for other tbndins 10wce1. 

Servlcs Agr,e111ents - We will require aemce contrffll for our COPY maehine ad f.ix 
machine in order to maintain thi1 equipment in proper eondition. The yearly contrlct for 
the copy machine it 12,700 paid cm I quarterly basis of $675 utd the comrac:.t for one year 
Hl'Vice for our fax maddnc i1 S300. Our CW"t•t ltobort Wood Johmon Foundation pt 
(#031461) c:owrtd thee coats dunn, dm project. We would lib 10 nq1411t that theR 
1:01t1 continue IO b1 cownd duriDa lhil prajat period. It i1 imponut to ow work to 
have th• pi1a1 of office equipment in pod warki.Da order in order to bo Ible to provide 
rapid and effldmrt tedmical usisiuc:o to other group1. 

hftw1n: 

Software ud databue accm ii~• $6,500. The cost of mbsc;ribm1 to the I.eds 
on1ine Rl'Yice, which provide, 8"aS to law databl• i• 1540 per month for I totll cost 
of $6,500 per yar. 

s 
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The total cost of travel i1 ~ltimltod at SU,960, Thi1 cosnpri• the colt of airline 
tide.eta, hotel md misecllaneoua travel apcme1 for 14 mp, ($1,140 MCh trip) for 
prajeet mfr. Project 111frwill attend \'enou1 IGimtme ffiNffll81 ud '°nfcrenco1 
to pnent re..-c:h data and produm of'lhi1 propoul. Thul m'111tinp may 
indw!o iblll Amari"° Pain Society annual m-., tho Pain Manqcmat and 
ChemiCII Depenclmcy meeting, tho State Cancer Pain Initiative NauolMII moetm& 
ud Swe Communiiy Putunhip1. They will lliKJ be available to provide 
tedwcal uailtlt!U to irutiativc1 and other prafeuional aroup1 and entities. 

m INDIUcr COSTS .. 

Indirect costs ue mlcu1-ted ai a 9% rate mbudset: Clllgories I and ll for a tot&l indirea.1 
colt of llS.110 

IV~ EQ'lllPMI.NT 

Nono. 

V .. CONSULTANT/CONTRA.C'rUAL AGUUUNTS 

A4vim 
The advi10r1 to thi1 project will use their expmi• to u.ist project staff in the preparation 
ud application of policy e\llluanon eriteria Ind in reviewin1 product drifts prior to 
di1NrmQtion. We will haw rel\1flr comnmication with the dvian over tho eau.ne of 
the pant n each have .. to pro~dc a two day commiunat to the projoet at SSOO 
perdly. 

The ldviaor, mdude R.uaHII Por;ealoy, MD; Betty Fernll, RN, PhD; Myra Christopher, 
(payment declined); Jan Wmn, MD; R.onald Bu.u.eo, R..Ph; J. David Haddox, DDS. MD 
• SI,000 per a&tw11ar for I iotal mS5,000. 

Mt. BW Mucus. m, bu..-- to be a lepl eouulWlt to thcs project. He will provide 
uliaiamx, with hiatorical bu.is of lqiution. lepl dtatiou. 11\d identifiQtion of lepl 
proviliom that will be conwnod in to poliey evwation criteria. He 1w qrwd to provide 
I days of eo .. hation It SSOO for I total of $4,000. 

Commvmatisma 
Fund• ere allocated to cont ... widl a commwuatio.rui firm mch u Bume11 
Commwucatiom to wiat in the dilMmiutlon of infomwion U14 products ofthis 
propolll. It wu estimated by Victoria WeilfeJd, Senior Communicatiom Officer of the 
Robert Wood Johnlon Foundations that over the two Md I half year period that the SRD1 

6 
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eovcn that ow- '°mmwueationa eoat would be sas.ooo. This would indu4e three preu 
briotmp at $15,000 Nd, (total of'MS,000) id four pre11 rlleuea at SI0.000 udl (total 
of $40,000). The total coat ever the two Md a lwf yar11 would be SIS,000. For 
budptiftg putpOIN. $35.ooo 1r1 dmpd to year on, mi year two and $15,000 is 
dwged to year three. 1'be contract for communicati01.11 i1 not in place at du time. Thi• i• 
• con eatimate. 

7 
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UNI RIM IVDCIT 

8u4111J Plriad: (fram lll/CCI to 7/J liOl) 

PIOJIC'f YIAl2 

I, PIUONNSL 11111 RWI 06er .... ~ ~ ~ Ia ~ bnm 

Dawl E. Jman-. MSfW P$t~ $92,208 '°" $46.104 146,104 

MDI! M. Gil-. MID Co,.~ 141371 !~ $21,119 821.llt 

_.,L,Dul,NJ P,qj.:t ~ S114.36S ,,. SS,'711 s.s:111 
Kann M. R,-. MA NitiJAulJtl $34,57'7 ~ $17,2U !U'7JU 

~ M. WllliuM. MBA ... ~.....- 541,044 Smi 124.022 SU.cm 

Joli11 M. Nalt8DII. MS 1nlo. P1uM11111 C::.11111• $37,66.5 so,(. SH,133 HS.W 

Marv. A. Naum. Bl ADri,;.~•--· SZUi43 '°"' ill.921 $1Z.fll 

TIA Ou--~ $33,920 - $16,,Nl,'I Sli.NO 

TIA Pmpua~ ~t• ,~ $1US3 $11,252 

TIA om.---· $1'7,'311 ~ H.ffl sun 

Friap ~ CJ49'. •42.s" ""'3") M0,372 $60,312 

R.IIITOT AL Ult.Ml a:11..-1 

It Offill DJUCT COITI 

oma OPUATIONS ...... S2,7QO Sl.700 
0:qpallllr S11pplia 1500 S!IOCI Du~-- $2.W $3.116.S 
T-,ko $2.l.SS 13.US 
Pfflllp Sl,.500 SUOD 
~Ai,wll u,aao 11,MC 

SOFTWAIU! $6.!00 $6.500 

TRAWL 115,9151 SU.ND 

IUBTD1'.AL -·- ••• 
m INllmcr mm l't%) !D41,'7Q S24,7Q 

IV, IQWPMINT so so 

V, CONWl.tANTICONTIU.cnJAL. AGUIMINTI s+e,000 "4,000 

TOT.&.L -..- ~t 
"\\~\ff. 
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LPERSONNEL 

-
Budget Narndve 

Grant Period: (from 8/1/99 to 1131102) 
Budget Period: (from 1/1/00 to 7/31/01) 

N0.692 P0ii/020 

There are no chanpa in penoMel for Ym 2. Sllaria n increued by 6%. The State of 
Wi1C01111in ha undqcq iu11 biumual budpt proceu during the 1SWMG of 1999. Included in 
the bw:11et is a p1y "~•up" pacbp for Uslivmity of WiKOum academie ad Thi1 ••catch• 
up" pacuse is to hu:reue bm -1aria to be competitive with P• inatitutiom. At thi1 time. the 
news reports indicate that the Mla!y increaH will fell aomewhcre between .5,2 % and 6.S¾ each 
year for tho next two years. The ~on of the Uniwnity ofWiKOmin lw ad~Nd that 
srut budpts ahould ue 1 6% IIW'Y incrlUI for uluy calc:ulations. 

Project Dine.tor 
Co-Direaor 
Project Advisor 
Policy .AQlyst 
l.eNIRh Program Manlscr 
Info. Proce11m1 CoDIWWll 
Associato a.-r,h Spceillilt 
Outre&Gh Spocialilt 
Prolflm AHi1mt 
Office Allimnt 

D1~4 E. Joranaon, MSSW 
Aaron M. Gil10n, PhD 
June L. D~ PhD 
Karen M. l.yu. MA 
Carolyn M. WiHi1m1, MBA 
John M. Nelson. MS 
Matha A Maurer. BS 
TBA 
TBA 
TBA 

SOOA.FTE 
SO%FTE 
S¾FTE 

SO%FrE 
SO%FI'B 
SOO/.PTE 
SO%Fm 
S00/4FTE 
S00/4:FTE 
30%FTE 

nuNGE BENEJ'ITS - Benefits are provided by the Su.te of Wisconsin and ~ by the 
University ofWiKODain System and include inco.,. continuation imuruc:e. unemploynimtt 
compenution, worm's compen14tion, social K1CUrity, ha.Ith insuruace, retirement, uul ERA 
administration. (Sn Figure I. Pl 4) 

lltll blm Pdn11Blte 1l'nn1u 
Project Director S .SS,325 34.0% S 15,675 
Ca-Director $27.546 34.09/4 I 7,204 
ProjeGt Advi110r S S.718 34.0% S 1,9+4-
Policy Aulyat 122.475 34.00/4 $ 5,171 
la. Prog. Mg. $ 24,0:Z:2 34.0% $ 1,161 
Info. Pmee15m1 S 22,599 34.0'/4 S 6,403 
Auoc. R.11. Spec. S 12.921 34.0% S 4,393 
Outreleh Spec. $17,971 34.CP/4 s s.766 
Prosrun Asliatw S il.927 42.S.0% S 4,112 
Office Aailtlnt I S,292 3.0'/4 $ 159 

Total Frinpa $60,312 1 

9 
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D OTHER DIRECT COSTS 

Srtpp/i,s ... The rcquClted 1upply budpt rauim at $2,700 in Y w 2. 
Compr1t11 Supp/ill • The requated computer mpply budpt remains at SSOO. 
Dllplimtinglp,tntlng .. no rcquakd duplicatinf'printing budgcst romaiM It $2,165 in 
Yar2. 
TelephoM - Tow telephone ramiN at s2.1ss in Yw 2. 
Pomp• U.S. poltlge COltl n atuuted at 11,SOO. 
Snvlc, A,r,,m,nu -Snee ~•• are athutld a& ll.000 for Year 2. 

hftw1n: 
Software lftd datlbue Kalli is admated at 16,500. The colt of mbleribins to the Lexia 
onlme RMCC. which provida ~ to law databUN i1 $540 per month for u 
approximate con ofS6,SOO per year. 

Tr1yel; 
the total cost of travel i1 MUmlted It SlS.960 for fowtNn ltd'uip1 ta pre11n.t dlta and 
provide tedmiw Ulistanee. 

DL INDWCT COSTS .. 

Indirect co111 are calculated u 1 9% rate of'budpt catesoriu I and II f'or a total indirca 
COit of $24,762. 

IV. IQVIPMENT 

No equipment is nq~ed in Ym 2. 

V. CONlHJLTANT/CONTIACTUAL AGREEMENTS 

Waeu 
Thi adviaon include Ru11.U Portenoy, MD; Betty Fem:11. a.N, PhD; Myra Chri1tophert 
(payment declined); Junu Wm, MD; lould Buzno, llPh; J. David ff.add°", DDS. MD 
It Sl,000 per ldwor for I total of$5,000. 

Mr. Bill Marcus. m. hu qreed to be a lepl wnwltant to the projeet. He hN Ill'* to 
provide I da)'I of COMWtl.tion at ssao for a tO'bl of $4.000. 

Cmmunieni?N 
It i1 estimated tui $35,000 will be needed in ym one to prepare preu rdeaMS and one 
preu hrieflns in :,-r 2 •• dailMl:Sdbed in ,..... 1 j1einifi~dot&, 

10 
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07/23/99 17:43 UJ PAIN & POL[C'f STUDIES~ 6094529564 N0.692 P013/020 -TU BODIRTWOOD J~ION J'OUNDATION 
UNI mM IWGff 

Budpt Period: (6am 1/IA,l ID 113 IAU} 

RGDC'l"YIARJ 

tPIUONNIL .. 1.WJ Olut ... 2-- ... ,um Ia& --- ~ Dl\lid E. -.-. MSSW ,... Dil'lllklr $91.7◄ 1 ~ $34,4:H a.4,43.S 

AIIOIM.Oil•PhD Co-Dlraw $64,'20 50% Sll.230 SU.230 

J_. J,.. Dul, PhD ~Ad._ $121,,226 5% Sl,031 Sl,ClJJ 

JCmia M. lYM, MA Ni;yWyd $36,651 50'!6 P,163 $9,10 

~ M. 'Williai, MBA ... ~ ... s,0.,27 5(M $13,732 $12,132 

John M. Nel-. MS $39,91.S !CM $1,911 $9,!all 

MU'1t16 A. Meunsr. BS Nflll», ..._.. ~- $27,393 5°" 16,MI $6,841 

1'84 ~~ S.U,!l,S 51)1114, $8,119 ,,. 
TBA ~~ $3),135 50% $5,964 SS,964 

TIA(w.111) 011•~1'8- SH,697 la% $2,IOS SJ.IDS 

frmp ~1111 (,Jd9' •4J,59' HJ9') s.:u,m s:11,m 

RJITOTAL $121,1'7' IUtJ7' 

IL O'fflD DIUCf COffl 

OfflCB OPBIATIONS ...... $933 m, 
Collipu_. lllpplial $250 $250 
Dupliaaua,'Priftlio1 $2.164 SJ,164 
Talaph• Sl,ffl s1,m ,_.. $150 $150 

~~- suoo Sl,SIXI 

!OPTWAU SUJO $3,250 

TIAVBL ss.1m $S,7CC 

IUITOT.U. IIU34 ll'-134 

IIL INDIUtt COll1('%) $12,915 Sl2,9U 

IV. IQUiPMBNT $0 so 

V. CONIVLTANTICOPmW:TUAL ACDIMINT'I $20.150 SZ0,250 

TOl'AL Sits.IS Sl""'6U t 
~t,\f\'\ 
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07/23/99 17:43 UW PAIN & POLlCr STUDIES~ 6094529564 -
Bud1et Namtlve 

Gram Period: (&om 1/1/99 to 1/31/02) 
Budget Period: (from 8/1/01 to 1131/02) 

NOTE: YEAR THRII JS A SIX MONTH PERIOD 

Pmjm Yar J 

LPERSONNEL 

NO. I ..: , · 14,1,_ 

There are no chanses in penonnel for Ym 2. Salaries ue im::rwed by 6%. A justification for 
this iMreuo is given in yur 2. 

Project Direeicr 
Co-Diree&or 
ProjeQt MYimr 
Policy Analyst 
Jwuarch Program Mapr 
Info Proccqiq Ccmuhani 
~e l.eaqrch Specialist 
Outreach Specwiat 
Program Auiltut 
Office Auistani 

l'J1'1id E. Jora,uon,. MSSW 
Aaron M. Gilaon, PhD 
Jwe L. Dahl. PhD 
Kuen M. Ryan. MA 
Cwlyn M. Williama, MBA 
Johe M. Nelson.. MS 
Muthl A. Mlurer, BS 
TBA 
TBA 
TBA 

S0'/4FTB 
SO'liFTE 
S%PTE 
SO%FTB 
SOOAFTE 
SOO/ifTE 
S00/4Fra 
SO%Fra 
S0'/4 FTE 
30%PTE 

l'RINGE BENEFITS .. Bmdit11 n provided by the State of Wuconsia ud Mlmmistered by the 
Unmnity ofWim:msin Syatem ud include income continuation inmranc:c. unemployment 
compenudon. worker's complmMtion, aocill HQ.Uity, balth wuruce. retirement, '11d BRA 
~IU'ltion. 

Iira 
Project Direetor 
Co--Director 
PmjeGt .Advieor 
Policy Analyst 
Ra. Pros. Mgr. 
Info. Proee11Bin1 
ANoe. Ila. Spee. 
Outrach Spec. 
Prosrun Mli11t1m 
Office Asai1tam 

him 
S 29.322 
S 13.476 
S 3.031 
I 11.912 
S 12,132 
$ U,978 
S 6,141 
19,528 
S 6,321 
S 2.IOS 

f'.rinullte 
34.0% 
34.0% 
34.0% 
34.00/4 
34.00/4 
34,0% 
34.0% 
34.0'.4 
42.5% 

3.00/4 

fdqn 
$1,308 
S J.111 
S 1,031 
SJ.US 
14,329 
S J.394 
s 2.121 
S J,056 
S 2.SJS 
I H 

Total Frinsea S ll.991 ,. 

12 
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07/23/99 17:43 UJ PAIN & Pll..Ict STUDIES ➔ 6094529564 NO.692 P015/020 -
ll OTHER DJDCT COSTS 

Suppll,a .. Tho roque110d supply b1adgm i11 S9l3 m Yw 3. 
Comput,r &lpp/111 • The requosted computar -.pply budset is S2SO in Year l. 

s\" Dupll«ltlnglprlnttng- The nquaud dupliCltmlfprintins budpt ia $2,864 in Yur J. 
Tellpht»,e .. Total telophon, remaim 1t $1,077 in Year 3. 
Po,tag, - U.S. poltlgt com ue ~ It $750. 
Service Ag,11'1Mnt1 .. Service~• are elUl'Mtld It Sl,500 fer Yw 3. 

Bohan: 

Software and database accas is eatimltld at Sl,2SO. The cost of submiq to the Laia 
o~ Nniee, which provida 1c:a1 to Jaw~-- is SS40 per month for• 
apprmdmate eoat of S3,2SO for 6 fflOfflM. 

Tnvtl: 

Thi tolll eolt of travel ia elltimltc=d at S s.100 for five swf trips ta pruem data 
end provide tCSQhniQI u1imnee. 

m INDIUCT COSTS .. 

£ 2-- bAi -re..~) 
1l1..ct\<i, ttf.it 

IndiNGt eosta are calculated at a 9"/4 rate ofb...dget eaieaories I and II for a total indirect 
colt of SUi.324 

w.· EQVIPMJ:NT 

No equipment is requntld in Ym 3. 

V.CONSULTANT/CONTRAcnJALAGUEMINTS 

Adyi191J 
The ad\liaon inelude Ru.U Portmoy. MD; B«ty Fmml, RN. PhD; Myra Christopher, 
(payment decJined); 1amn Winn, MD; Ronald Buzzeo, 1..Ph; and 1. David Haddox, DDS. 
MD at 5500 per ldvimr for, total of S2,SOO. 

Mr. Bill Marcus. JD, hu .-- to be I lepl c:omultut to the projeet. He hu qreed to 
provide 5.S day1 of consultation u $500 for a total of $2,750. 

Coqmmigtjom 
lt i1 atimated that S!S,000 will be needed in yar one to prepare pre11 relcuea u 
described in the juariftcation for year l. 

, &«dt;tM Afnt is Simt lbt- Yf..S I -HiPc,uj .3 , e;;tn -U?o~ y1.3 hU '1 d,urQfloA.J 
of. ont..~ b ,uo!,. Per fu<OL~IJ W;Uio&.4!)1 -1-ht.S ls Jd ~ti. tJn..J1Qpc:d,u/ pll.1nhn6/ 
fJU{)licaJ-,•oAJ &,;tS llelalld -J6 #a.it {)l'D(Jud,'(JJU J d1s-.h;hidJ•()A.) clJ .J.he linal !JrtUt/t:tn'l 
ll.e.lt:JU.s dt11.Jt>6. Yl.3. frl-Jf 1/Z'i/fJ, 
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07/23/99 17:44 W PAIN & PCLICY STUDIES ➔ 6094529564 N0.692 P016/020 -
J.I'~ Year I Ywl Y•2 Y•2 YwJ YwJ 
~ ~ 5Ja w :ra.:r.. lad ._ !al 

David I. JOMIICIIII. MSSW ,...~ - ffi,M '°"' W,104 '""' 534,0S 

AIIMM.~M ~ - IH,1181 SW 121,119 SO% lll,2JO 

• t. Dal, PhD . Ptql•""'- 5% S,)65 '' ss,m , .. IS.OSI 

~w.a,-.M4 hlwyMalyat 90"'- D,,m 50"6 1117.2ft 5ft D,16> 

Ce,alJIII M. Willlan, MIA ................ .,,.. '33 ... JO'JC, 134.02.J 5ft lil2.73:Z 

JohM. l'a1-, MS Ira. ..... ~ ... 1,.1,.- 5ft 511,PJ '" $9,HI 

M.lrOii o\. Millll'lr, '1118 ..,. ............ '°"" S2A,JIO 50'llft SIZ.~1 1ft M.141 

f8A ~ ....... - sauao n 116.• 50% .... 
TaA ...... ~. s~ SlUH ... 111,2$1 '°" U,tU 

TIA(~) am.~•· ,~ .... .... ss.m Jft 13,805 

,... .... (J,f"i,. "415""' • .,"') 11191,411 MJ"l2 Pl.-

IDlm>TAI. DU,413 m,.,91 saz,,11, 

u.cmm.mu:crCCfl'I 
omm OPl:IIA1IONS 

IIIWI• S2,1CO IZ.'JOD PJJ 
c....,s.,,. PGCI WO 112!10 
Qipl~ P,lllli5 112.MiS R,N6 
Ta~ a.us a.m 11,017 ... . ... • ••• mo ......... P,aoa ... IH,5GO 

l!l01TW AD U.500 ~ 13,2'0 

l'RAVU. 115,.M su• s,;,oo 

IMITOTAI, US.HID U&,lllllil IIIUJ4 

M INDIUCI' COITI CW.> SH,m 134.M saun 

,V. IQCJU'MMJ llill ID • 
V. CONIIJLTANT~ ~ -- ..... DO,W 

TOTAI. M'ffAG 117UQ ... ) TOTAL ll'IAIKT COIi' 

~ 
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07/23/99 17:44 UW PAIN & POLICY STUDIES ➔ 6094529564 -
APPENDIX A • Per"'l'lt Eff'an per Tut 

Quide JO EywaliOIJ p[fwqJ M4 $@tr; Pog. Year l: A document will be developed that 
contain■ a 1tato-by••te pnaontauon of ,pldflo replatory provisions tut we will identify in • 
major eritmia-bued ev-113.iion of fcdnl ud ate mcdi~ pharmac;y 1114 contreUed mbst111ces 
Jaws Ind regulations (u of 1998) u having the patm1ial to impede pain mlUSmnent, u well u 
provi1iom which can be considered u preferable alt ... dvos. 

Yael Im1 YeuJ 
Dinetor Jonwon 30% 
Co Director Gilmn 55% 
Advisor Dahl 
Policy Anl1ylt R.yan 50'1. 
Ru. Pros. Msr. W'alliuns 25% 
Imo. Proceuing Nelmn 
Aaoe. lu11. Spee Maurer 65% 
Outreach Spec. TBA 
Pmg. Alaistut TBA 108/4 
O&h:IAuiltlnt TBA U1/4 

Changg in fldml md State Ppliey; 1991-ZQQl, YMr l: A report will be developed to deaibe 
the changes that have CICQ.lrred in the two years iince the Yar l Guide. 

Director 
Co Director 
Advisor 
Policy Amlyat 
Res. Prog. Ms,. 
Info. Pmeaaing 
A.ssoe.l.a.Spac 
Outreach Spec. 
Pros, Alai-iant 
Office Aalistw 

JOl'UllOR 
Gilson 
Dul 
Ryu 
Willilml 
Nel10n 
Maw-er 
TBA 
TBA 
TBA 

Xml Im1 

u 

Yml 
S% 
5% 

15% 
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07/23/99 17:44 UW PAIN & POLICY STUDIES ➔ 6094529564 NO,692 P018/020 -
Aooul Jlmew g{Npw $1111 pain Policip. Ym 1, 2, 3: Tine upu1t1 rummaries of the pain-
apecffic polieie1 adopted in tbe previous ynr will be aeated and diaaniuted. 

:ta,:) YwZ Yml 
Director Jon.neon 10% 10-At 10% 
Co Director Gilmn ts% 15% 15% 
Advilor Dlhl 
Policy Analyst R.yu S% 5% S'K 
:aa. Pros. Mar- Willium 10% JO% 10% 
Imo. Proeeuin1 Nelson 
Auoc. l.e1. Sp~ Mmrer 100/4 IS% 100/4 
Outreach Spec. TBA 
Proa. Alaist1111t TBA 10% 10% 100/4 
OtlieeAuitturt TBA 

El@cUMip AG;r,ty tq &1111 NP Ppliciu Ym 1. 2. 3: Our pruent compilation or rtate pain 
policiea will be ccnt.irmou111ly updated md N formatted in I m$ix--driven atllHR c:onwnins the 
complete laguase of all pain-spedfic: polici11 in state lawa. regulations and guidelines. 

Director 
Collireetor 
Adviaor 
Policy Amlyat 
Res.ProS,Msr· 
Info. Proc-e1ama 
Auoc.kel.Spee 
Outrudl Spec. 
Pros. As&iitant 
Office Asaistw 

Joruson 
Gil10n 
Dlhl 
l.yan 
Walliuu 
Nelmn 
Maurer 
TBA 
TBA 
TBA 

YwJ 
S% 
5% 

S% 
15% 
SO% 
100/4 

Ywl 
2% 

Jiyaluatjpm pf'M;dig.l Qpl[d Pain Qvidetioet Ym 2. l: Two additional polic:y evaluations 
will bt conducted, on, comparing the quality of the medieal board pain pdelines adopted before 
the publication of the PSMB Modal Guideline in 1991, with thoae adopted m the nm two years; 
and one eompmm1 th.ii latter gaup with the Model Guiddmc. 

Yatl l'm.l l:a:J 
Director Joramon 2"/4 20/4 
Collitedor Gil10n U% · IS% 
Advi10r Dahl 
Policy Analyst Ryan 100.4 100/4 
Rel. Proa. Mar. Williams S% 5% 
Inf'o.P~ Nelson 5% 5% 
As8oc. Rea. Spee Maw. 10¾ 10'/4 
Outroaeh Spec. TBA 
Pw-oa. AatlillW'lt TBA. JOCK 
Offlc:e Amlwtt TBA lW. 5% 

14'! 
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-
.. 

Irmd1 iD abua and medial milintim1 gfggjmdm l12BO.lOOll)1 Ye.m 1, 2, and 3: A report that 
updato11 the mmdl or ab1111e and medical ua of opioid U111e1ic:1 will be prepared. We will collect 
ad 1tudy aeveral more )'111'1 of die Dn.tg Abu• Warning Network (DAWN) 1nd &he Automated 
Rec:ord1 and Consolidated Olden SyMm (AllCOS) data 

Ywl Im.1 Ygrl 
Dirmor JoflmOS'I 5% 2% 2% 
CoDireetor Gillon 
Ad'ri1110r Dahl 
PoliGJ Aml)'lt llY'D .5% S% S% 
:aa. Pros. Msr Willilm 
Imo. Procaling Nmcm 
Alme. Ra. Spec Muir 5% 5% S% 
Outreach Spec. TBA 
Prog. Assistant TIA 
Ofliet Almtut TBA 

Mmmm,me; grpPSQwebaite. Yan 1, 2. l 

Ycl ImJ Yml 
Dirmor Jorauon 5% 2% 2% 
Co Director Gil10n 
Advimr Dahl 
Poliq-Wyst llyu 5% S% 5% 
R.a. Pras. Mgr. WdU1m1 108/4 DO% 108/4 
Info. Proceuina Nel1on 20% 10-/4 10% 
MICC. Ra. Spec M&uu 
OutreaSpec. IBA 15% 15% IS% 
Prog. Alliatant TBA 
Of.Ice Aslin.ant TBA 10% 10"/4 10% 

IIJzaNigp R[pAJHPQycy liltEU, Yan 1, 2, 3 

Yml Im.1 Yml 
Director Jonmon 5% 2% 2% 
Col>irmor Gilkm 
Ad'riM>r Dahl 
Poliq, kwy1t llyan IS% U% 15% 
Res. Pros. Mgr. W"dli1m1 5% 
Inro.Pmee111ing Nd10n 10% S% S% 
A.Noe. Rell. Sp= Mamer 
Outrada Spee. TBA 10% 100/4 10% 
Prog. AuilltUt TBA 
Office Auiatant TBA 

... 
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07/23/99 17:45 UW PAIN & PU.ICY STUDIES ➔ 6094529564 -
W4 yd tfficient acboiw MiUua wt diQQWtjqp ofinf'prmation, Yem t~ 2. J 

Director 
CoDirettor 
Adviaor 
PoliGY Amlyit 
Rel. Pro1. MF, 
lnfo.Proeening 
Aucx:.I.-.SJ>41C 
OutRRh Spee. 
Prog. Auiltant 
Ofliee Alliltant 

Jor1MOn 
Qil1on 
Dahl 
&yen 
Walla 
Nel10n 
Maurer 
TBA 
TBA 
TBA 

XwJ 
JO% 
15% 
5% 
100/4 
10% 
10% 
10% 
JS% 
20% 

HI 

Xm.l 
30% 
15% 
5% 
lOCK. 
10% 
5% 
10% 
25% 
20% 

Yptl 
30% 
15% 
5% 
100/4 
10-/4 
5% 
10% 
25% 
20% 

N0.692 P020/020 
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THE 
R9BER.TW@D 
JOHNSl,N 

October 21, 2002 

Robert C. Andresen 
Administrative Officer 
Research and Sponsored Programs 

/T Tniyersity of Wisconsin-Madison 
750 University Avenue, 4th Floor 
Madison, WI 53706-1490 

FOUNDATION 

Reference: L D. #036509 - Budget Revision Received/ Approved 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have received your budget revision for the period of January 31, 2002. through 
April 30, 2002 and approved it. We will consider this submission as backup for your 
final financial report which reflected overexpenditures in the "Personnel" and "Other 
Direct" categories. 

Please note, a letter of explanation for the overexpenditures in year 02 on the "Other 
Direct Subtotal" in our letter dated October 18, 2001, is currently outstanding. Once 
this letter of explanation is received we will release your final payment. 

Cumulative expenditures as of April 30, 2002, have been $977,073. The Foundation has 
made payments to date totaling $761,573 leaving you a cash deficit as of April 30, 2002, 
of $215,500. Once the letter of explanation is received, we will release your final 
payment. 

Office of the Vice Presidmr a11d Tre,wirr;-

Rome I and College Road Ea5t Post Office Box 2316 Princeton. New Jersey 08'i43-23 l 6 (609) --i52-870 I 
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If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

C / 
Jt)IJL---
sophia Kounelias 
Financial Analyst 

/SXK 

cc: David E. Joranson, ~.S.S.W. 
Rosemary Gibson /"" 
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-PAIN & POLICY STUDIES GROUP 
i{-:..D-.;~ WHO Collaborating Center 
~~_,~ for Jilolicv and Communications 
~ .l.tJ in Cance~ Care 

"""'",.-,:O,--

September 23, 2002 

Sophia Kounelias, Financial Analyst 
Robert Wood Johnson Foundation 
Route 1 and College Road East 
Post Office Box 2316 
Princeton, NJ 08543-2316 

Reference: RWJF # 036509, Building Capacity to Promote Pain Policy Through Evaluation. 
Research and Communication 

UW # 133-CW36 

Dear Ms. Kounelias: 

I am writing to request approval of a rebudgeting for the above referenced grant. A request to 
extend the grant from January 31, 2002 through April 30, 2002 was approved in your letter 
dated April 29, 2002. The budget revisions are mainly to extend salaries for February through 
April 2002 and to revise other direct cost items to reflect actual expenditures. The revised 
budget and budget narrative are enclosed for your review. 

I hope that this request meets with the approval of the Foundation. 

Sincerely, 

[)a,,, j .~ 
. .,r_a/'J'lt--1'-'.M.Vi. 

' ,, )K._ 

David Joranson 
Senior Scientist and Director 

Enclosures 

Cc Comprehensive Cancer Center 
Medical School 

U'X' Comprehemiw Cancer Center• L:m,wtt\' of \X'11con;m-MJdison Med JC al Schnd 
406 S,wnc~ Dnw. Sun~ 202 ~bJi,on, WI 53711-1068 LlS:\ l608) 263-i662 FAX: (6CS) 261-025':l 

1nrw.meJ,ch.1n1c.~Ju/p.1inrol1c1 
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• BUILDING CAPACITY TO PROMOTE PAIN POLICY THROUGH EVALUATION, 
RESEARCH AND COMMUNICATION 

Principal Investigator: David E. Joranson 
Robert Wood Johnson Foundation ID# 036509 
UW• Madison 133-CW36 

Grant Period: August 1, 1999 • April 30, 2002 
Budget Period: August 1, 2001 • April 30, 2002 

I-Personnel 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Research Program Manager 
Information Processing Consultant 
Associate Research Specialist 
Outreach Specialist 
Program Assistant 
Office Assistant 
Subtotal Personnel 
Fringes 
Total Personnel 

II-Other Direct Costs 
Supplies 
Computer Supplies 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 
Total Other Direct Costs 

Subtotal 1-11 

Indirect Costs (9%) 

111- Consultant/Contractural 

Total All Categories 

Year 1 Expenditures 
Year 2 Expenditures 
Year 3 Proposed Expenditures 

Total Expenditures 

9/23/2002 

Approved 
Amount 

$24,435 
$11,230 

$3,031 
$9,163 

$12,732 
$9,981 
$6,848 
$8,989 
$5,964 
$2,805 

$95,178 
$31,998 

$127,176 

$933 
$250 

$2,864 
$1,077 

$750 
$1,500 
$3,250 
$5,700 

$16,324 

$143,500 

$12,915 

$20,250 

$176,665 

$404,550.55 
$353,710.65 
$218,809.15 
$971,070.35 

Revision 
Request 

$17,941 
$6,879 

$65 
$5,472 
$3,217 

($4,862) 
$4,613 

$11 
$6,430 

$85 
$39,851 
$12,076 
$51,927 

($7) 
$20 

($277) 
$130 

$0 
($784) 

$2,690 
$1,709 
$3,480 

$55,407 

$4,987 

($18,250) 

$42,144 

11:26AM 

Proposed 
Budget 

$42,376 
$.18, 109 
$3,096 

$14,635 
$15,949 
$5,119 

$11,461 
$9,000 

$12,394 
$2,890 

$135,029 
$44,074 

$179,103 

$926 
$270 

$2,587 
$1,207 

$750 
$716 

$5,940 
$7,409 

$19,804 

$198,907 

$17,902 

$2,000 

$218,809 

Estimated 
Expenses 

Incurred 
through 

Apr-02 

$42,375.83 
$18,109.49 
$3,095.62 

$14,635.24 
$15,949.14 
$5,119.29 

$11,460.74 
$9,000.00 

$12,393.50 
$2,890.48 

$135,029.33 
$44,073.74 

$179,103.07 

$926.00 
$270.00 

$2,586.54 
$1,206.71 

$750.00 
$716.25 

$5,940.00 
$7,408.91 

$19,804.41 

$198,907.48 

$17,901.67 

$2,000.00 

$218,809.15 

Total Grant Award 
Less Total Expenditures 

Unspent Balance 

$998,000.00 
($977,070.35) 

$20,929.65 

fundacct\133CW36 
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Building Capacity to Promote Pain Policy Through Evaluation, Research and Communication 
RWJF # 036509- UW # 133-CW36 

BUDGET NARRATIVE - Revised Items 

I. - PERSONNEL 

Page 1 

Project Director, David E. Joranson, MSSW, (60%,): Revision increases the project director percent 
effort from 50% to 60% and extends his salary for February through April 2002. Mr. Joranson increased his travel. 
to speak more target audiences to educate on the issues of pain management policy. He also increased his effort in 
providing technical assistance and writing manuscripts for the project. 

Co-Director, Aaron M. Gilson, PhD, (50%): Revision extends his salary for February through April 

2002. 

Policy Analyst, Karen M. Ryan, MA, (50%): Revision extends her salary for February tluough April 

2002. 

Research Program Administrator, Carolyn M. Williams, MBA, (50%): Revision extends her salary for 
February through April 2002. 

Information Processing Consultant, John M. Nelson, MS: Revision reduces salary amount to reflect 
amount actually paid. Mr. Nelson left close to the end of the project. Martha Maurer assumed responsibility for 
management of the policy data base. 

Associate Research Specialist, Martha Maurer, BS, (50%): Revision extends Mr salary for February 
through April 2002. 

Outreach Specialist, Jody Jorenby, BS, (50% ): Revision extends her salary for February through April 
2002. Ms Jorenby joined the project during the fall of 2002. 

Program Assistant, Linda Gorman, (60%): Revision extends her salary for February through April 2002 
and increases the percent effort from 50% to 60% to provide more support for data entry for multiple survey projects 
and increased support for travel arrangements. 

Title Salarv Base Rate Fringe Rate 
Project Director $93,836 32% 
Co-Director $47,590 32% 
Project Analyst $38,884 32% 
Research Program Manager $48,829 32% 
Information Processing Consultant $37,222 32% 
Associate Research Specialist $31,290 32% 
Outreach Specialist $27,000 32% 
Pro.e:ram Assistant $27,683 44.5% 

Fringe Benefits: Benefits are provided by the State of Wisconsin and administered by the University of 
Wisconsin System and include income continuation insurance, unemployment compensation, worker's 
compensation, social security, health insurance, retirement, and ERA administration. 

II. - OTHER DIRECT COSTS 

Supplies ($926): Reduced by $7 to reflect actual expenditures. 

Computer Supplies ($270): Increased by $20 to reflect actual expenditures. 

Duplicating/Printing ($2,587): Reduced by $277 to reflect actual expenditures. 
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Telephone ($1,207): Increased by$ 130 to reflect actual expenditures. 

Service Agreements ($716): Decreased by $784 to reflect actual expenditures. 

Page 2 

Software ($5,940): Reflects cost of subscription to LexisNexis service ($660/month x 9 months). The 
LexisNexis database services is used to identify policies from state/national statutes and regulations .. 

Travel ($7,409): Increased by $1,709 to reflect additional travel needed by Project Director. David 
Joranson, to speak to target audiences to educate on the issues of pain management policy. 

III. - INDIRECT COSTS 

($17,902): 9% of $198,907, total of Personnel and Other Direct Costs. 

IV. - CONSULTANT/CONTRACTUAL 

($2,000): Many advisors to the project would not accept an honorarium. Also, the prior test evaluation of 
policies for 17 states provided enough guidance for the comprehensive review of the remaining states. 
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July 30, 1999 

David Ward, Ph.D. 
Chancellor 

• THE • 
~BERTW®D 
JOHNSON 

FOUNDATION 

University of Wisconsin-Madison 
161 Bascom Hall 
500 Lincoln Drive 
Madison, WI 53706 

Reference: I.D. #036509 

Dear Chancellor Ward: 

It is a pleasure to inform you that The Robert Wood Johnson Foundation has approved a 
grant of $998,000 to the University of Wisconsin-Madison Medical School in 30-month 
continued support of a project to assess states' pain policies, under the direction of 
David E. Joranson, M.S.S.W. This grant is being made under the Foundation's Targeted 
End-of-Life Projects Initiative. 

The funds are to be used in accordance with the proposal to the Foundation and the terms 
and conditions outlined in the Request for Project Support, dated January 27, 1999. They 
are also to be used in accordance with the final budget and are to be applied over the 
period August 1, 1999, through January 31, 2002. 

Our Treasurer's Office will be in touch concerning payment of this grant and reporting 
requirements. During the period of this grant, any questions you may have should be 
addressed to Rosemary Gibson, who will have responsibility among our staff for this 
activity. 

If your organization wishes to issue a news release on this grant, please feel free to do 
so. We ask that a copy of the draft text be sent to us for our review and information in 
advance of dissemination. Please allow three days for this process. Address the copy to 
the Foundation to the attention of Maureen Cozine in our Communications Office. 

All of us at The Robert Wood Johnson Foundation wish you continued success in carrying 
out this important undertaking. 

Sincerely, 

Steven A. Schroeder, M.D. 

SS:opm 

cc: David E. Joranson, M.S.S.W. 
August P. Hackbart 

Office of the President and CEO 

Route 1 and College Road Ease Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 

Internet: http:/ /www.rwjf.org 
e-mail: mail@rwjforg 
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- THE 
~BERTW®D 
JOHNSON 

August 11, 1999 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 

~ersity of Wisconsin-Madison 
1900 University Avenue 
Madison, WI 53705 

FOUNDATION 

Reference: I.D. #036509 - Conveyance of Funds, Guidelines, and Forms 

Dear Mr. Joranson: 

This supplements our recent award letter in regard to your grant for $998,000 in support 
of the Targeted End-of-Life Projects Initiative: a project to assess states' pain 
policies. 

The Foundation's policy is to disburse your grant funds semi-annually. Your first check 
for $238,721, which excludes funds budgeted for subcontract(s), is enclosed. We will 
adjust your payment schedule upon receipt and review of the subcontract(s) or a letter 
which specifies the contractee, period of performance, workplan/deliverables, and budget 
and budget narrative. Also enclosed is a Financial Report form. This form should be 
completed semi-annually and returned to this office when additional cash is needed. 

Under extraordinary circumstances, payments may be either accelerated or decelerated. 
Therefore, you should submit the financial report whenever it becomes evident that your 
remaining cash balance will be depleted. 

As you know, the Request for Project Support and Conditions of Grant fonn contains a 
number of specific additional instructions regarding the handling of funds. Since you 
are responsible for conforming to these instructions, I am attaching a copy for your 
reference. In addition, a copy of the "Grant Budget Revision Guidelines" and "Financial 
Reporting/Budgeting Practices," which must be followed if a budget revision becomes 
necessary, is also attached. Please read these guidelines and practices carefully. 

The Robert Wood Johnson Foundation has initiated a program whereby grantees are selected 
at random to receive an internal audit review. The purpose of this review is to: 1) 
provide the Foundation with the assurance that our funds are being used for their 
intended purpose; and 2) provide recommendations to our grantees on methods to improve 
their organizations. If your organization is selected, you will be notified in advance 
of the audit. 

Annual financial and progress reports on this grant will be due shortly after each budget 
period. You will receive a reminder in advance of the due date of these reports. 

Office of 1he Vice Prm'dent a11d Treasurer 

Route 1 and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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When submitting all correspondence under your grant, reference the above-captioned grant 
number. If someone other than yourself will be the financial contact person on this 
grant, please supply us with that information. The person who has financial 
responsibility for your grant at the Foundation is Mona L. Hall. 

If you have any questions, please contact Ms. Hall at 609-243-5844. 

Sincerely, 

/Jd;:'~ 
Peter Goodwin 
Vice President and Treasurer 

/JEO 
Enclosures 

cc: 
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FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)452-9564 

Paga: 1 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson {608-263-7662) 
Fiscal Officer: 

Grant Nwnber: 036509 for [EOL] 
Budget Period: May-01-1999 to Apr-30-2000 
Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

Item 

PERSONNEL 

Project Director 

Co-Director 

Project Advisor 

Project .Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 
Outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel Subtotal 

OTHER DIRECT COSTS 

Supplies 

Computer Supplies 

Duplicating/Printing 

Telephone 

Postage 

Service Agreements(sl 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

1 

Approved Period 1 
Budget Amount 05/99-10/99 

78,290 

35,981 

5,395 

29,357 

33,994 

31,980 

24,380 

16!000 

10,615 

4,992 

91,489 

362,473 

2,700 

500 

2,865 

2,155 

1,500 

3,000 

6,500 

15,960 

35,180 

35,789 

Period .2 
11/99-04/00 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total Variance Pct -

-
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FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)452-9564 

Page: 2 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662} 
Fiscal Officer: 

Grant Number: 036509 for [EOL] 
Budget Period: May-01-1999 to Apr-30-2000 
Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

J:tem 

CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Grang~g~J,._ 

1 

Approved Period l 
Bl.ldget Amount 05/99-10/99 

44,000 

44,000 

47__L_442 

Period 2 

11/99-04/00 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total Variance Pct 

II 

-
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• 
GRANT SIGN-OFF SHEET 

Date Printed 
06/16/99 

I.D.#: 036509 DATE REC'D: January 19, 1999 

INST: 
University of Wisconsin-Madison Medical School 
Madison, WI 53706-1532 

TITLE: 
A project to assess states' pain policies 

'99!/JCJJ. ~,"'~ ~ 
DOLLARS: $9~~ 1 997.66 1 MONTHS: ... START DATE: 08/01/99 

PROJECT DIRECTOR: David E. Joranson 

PO: Rosemary Gibson 

CO: 

PA: Linda L. Manning 

ANTICIPATED RENEWAL: 

RENEWAL EXPECTED: 

ESTIMATED DOLLARS: 

RED FOLDER APPROVAL: 

YES/~) 

PMO: 11Lt/: FINAL DOL 

TREASURER'S OFFICE: 

VP, GEN. COONS., & SECRETARY: 

sos Doriane C. Miller 

FO: Mona L. Hall 

ANTICIPATED BOARD DATE: 

MONTHS: 

FINAL MONTHS: 30 MOS. 

1/!/J/M 
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THE ROBERT WOOD JOHNSON FOUNDATION 
Project Transaction For Grant [036509] - Status [Closed] 

Institution: Board of Regents of the University of Wisconsin System 

Project Title: A project to assess states' pain policies 

Transact.:i._on_ Date Amount Status Check/Draft# 

Initialization 07/30/99 998,000.00 Processed 
Payment 08/11/99 238,721.00 Processed (C) - 6524 

Payment 04/12/00 168,904.00 Processed {C) - 13510 

Payment 11/10/00 168,873.00 Processed (C) - 19531 

Payment 04/23/01 185,075.00 Processed (C) - 24457 

Payment 11/26/02 203,920.00 Processed (C) - 41949 

Memo 

Initalization 
Payment 

Page: l 

Cancellation 12/09/02 32,507.00 Processed Change of Authority/Cancellation 

Awarded 
Actual 
Un.12aid_ Balance 

06/1?/04 01:03:48 fundtxnscreen.rw 

998,000.00 Cancellation & Refunds 
965,493.00 Payments & Void Checks 

.oo 

32,507.00 
965,493.00 
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GRANTS AW ARD ED 
END-OF-LIFE PMT i_; t0 

TARGETED END-OF-LIFE PROJECTS INITIATIVE 

Foundation Team: Rosemary Gibson, Doriane Miller, Karen Gerlach, 
Mona Hall, Rona Henry, Emily Snell, Victoria Weisfeld, Merry Wood, 
Linda Manning 

SUMMARY 

Purpose: To support projects under $1 million that will advance the Foundation's 
strategic objectives to improve care at the end of life 

Total authorizations: $19.525 million (since January 1998) 

Most recent authorization: $12 million for one year (January 1999) 

Program status: $17,878,383 expended for 45 grants (includes grants reported 
below) 

$1,646,617 remaining in authorization 

I. Award of two program grants, totaling $1,996,865 

DEVELOPMENT OF THE NATIONAL RESOURCE CENTER FOR END­
OF-LIFE PHYSICIAN EDUCATION 
$998,865 for 36 months (9/1/99 - 8/31/02) 
Medical College of Wisconsin Inc. -- I.D. 36547 

PROJECT TO ASSESS STATES' PAIN POLICIES 
$998,000 for 30 months (8/1/99 - 1/31/02) 
Previous Support: $87,920 for seven months 

tniversity of Wisconsin-Madison Medical School-- I.D. 36509 

Medical College of Wisconsin Inc. There is currently no single source or 
repository for high-quality, peer-reviewed educational materials for end-of-life 
care. During the past three years, several national projects have been started, 
directed at all levels of physician education: medical school, post-graduate, and 
continuing education. As these programs mature, there will be· an increased need 
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for wider dissemination of material as interest broadens in this field. This grant 
will develop a Web-based educational resource center for end-of-life physician 
educational materials. All materials will be peer reviewed and will be indexed on 
the Web site by infonnation such as the intended audience and the specific 
education objectives of the material. In addition to providing useful palliative care 
education materials, this research will increase the quality of those materials and 
provide a forum for exchange of ideas and information. 

University of Wisconsin-Madison Medical School. Pain policy is a new arena for 
many state legislators and other policy makers. To help fill the gap in 
understanding state pain policy, this project will conduct the first state-by-state 
assessment of states' laws, regulations, and guidelines regarding the treatment of 
pain with controlled substances. In addition, the project will highlight specific 
examples of improvements that states have made in their pain policies to help 
inform other states about positive changes that can be made and thereby facilitate 
progressive pain policy in other states. Changes in state policies also will be 
continuously tracked. Additionally, the Pain and Policy Studies Group will 
provide technical assistance to grantees in the Foundation's national program, 
Community-State Partnerships to Improve End-of-Life Care, and to the increasing 
number of health and government organizations including state medical boards that 
are developing pain management and end-of-life initiatives. Finally, consistent 
with the intent of increasing the awareness of pain policy issues and the ability of 
key individuals and organizations in government and health care to evaluate and 
improve policies that affect pain management, there will be a proactive outreach 
component. 

II. Award of one communications grant 

MONOGRAPH ON CARE OF THE DYING FOR NURSING -­
SUPPLEMENTAL SUPPORT 
$29,694 for 12 months (9/1/99 - 8/31/2000) 
Previous Support: $100,000 for 36 months 
University of North Carolina at Chapel Hill School of Nursing -- I.D. 37538 

University of North Carolina at Chapel Hill School of Nursing. In 1997, the 
Foundation provided funding to develop a monograph titled, Notes on a Peaceful 
Death, and to disseminate the information contained therein to members of the 
nursing profession, under the direction of Edward J. Halloran, R.N., Ph.D. 
(I.D. 30101). This grant will extend and expand that work. Dr, Halloran's grant 
resulted in the development of a manuscript suitable for publication and the 
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convening of a group of nursing influentials to discuss and assist in disseminating 
the precepts of a peaceful death (December 1998). The group reached two 
principal conclusions: (1) nurses have a primary role in instituting care that will 
lead to a peaceful death; and (2) nurses, with the leadership of symposium 
participants, will lead the effort to improve patient care, starting with an effort to 
add a fifth vital sign, pain assessment, to the routine taking of vital signs 
(temperature, pulse, respiration, and blood pressure). 

III. Award of two research and evaluation grants, totaling $913,994 

RESEARCH AND OUTREACH COMMUNICATIONS ACTIVITIES FOR 
MISSOULA DEMONSTRATION PROJECT ON THE QUALITY OF 
LIFE'S END 
$699,146 for 24 months (9/1/99 - 8/31/0 l) 
Previous Support: $576,112 for 27 months 
Missoula Demonstration Project Inc., Missoula, Montana -- I.D. 36677 

DEVELOPMENT AND VALIDATION OF AN INSTRUMENT TO ASSESS 
QUALITY OF HOSPICE END-OF-LIFE CARE 
$214,848 for 24 months (8/1/99 - 7/31/01) 
University of Washington School ofMedicine -- I.D. 36351 

Missoula Demonstration Project Inc. The Missoula Demonstration Project (MDP) 
was established in March 1996 to research the experience of dying persons and 
their families and to demonstrate that a community-based approach of excellent 
medical care and psychological, social, and spiritual support can consistently 
improve the quality of life among those who are dying and their families. The 
Missoula community, in a sense, is a living laboratory to demonstrate that 
improved care at the end oflife and enhanced personal experience for individuals 
and families can be achieved through discussion of individual and community 
goals. Over the past year, the project has focused on administration and data 
analysis of the surveys it has conducted, including a retrospective clinical profile of 
250 deaths, a faith community leaders survey, a Native American experience 
assessment, and administration of cormnunity and physician surveys in a 
compaiison city of Laramie, Wyoming. Additional results are being finalized for 
the prospective and retrospective clinical profiles, family bereavement interviews, 
community focus groups, and patient and family caregiver surveys. As the project 
moves into its final phase and details the lessons learned, the focus of new 
activities will tum to communication and dissemination of the findings. The 
development of a strategic communications plan will enable the MDP to share its 
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research tools, methodology, and community engagement strategies (with families, 
institutions, and agencies) with national and local colleagues. 

University of Washington School of Medicine. The objective of this project is to 
develop, validate, and disseminate a questionnaire for measuring the quality of the 
dying experience for individuals with a chronic or terminal disease. This 
instrument, called the Quality of Dying and Death, will be administered to family 
members and health care providers after an individual's death. The questionnaire 
could be used to examine the relationship between the quality of care at the end of 
life and the quality of dying; to evaluate interventions designed to improve the 
quality of dying; and, in research efforts, to describe the quality of dying and death 
and their correlates. In addition, this project will be the first step to developing a 
short form of the questionnaire that could be used for continuous quality 
improvement efforts to improve the dying experience for patients in institutional 
and home-based hospices, hospitals, nursing homes, and other settings. 

October 27-28, 1999 

... 
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THE • 

R9BERTW®D 
JOHNSON 

FOUNDATION 

April 11, 2000 

Robert C. Andresen 
Administrative Officer 
Graduate School, Research and Sponsored Programs 

( University of Wisconsin-Madison 
'150 University Avenue, Room 456 
Madison, WI 53706-1490 

Reference: I.D. #036509 - Transmittal of Next Payment 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your recent fmancial report, we note that cumulative expenditures as of 
January 31, 2000, have been $168,904. The Foundation has made payments to date totaling 
$238,721 leaving you a cash balance as of January 31, 2000, of $69,817. Enclosed with 
this letter is our check for $168,904. This check equals your next payment less your 
cash balance. Also enclosed is your financial reporting form for your use when reporting 
expenditures. 

If I can assist you further, please contact me at 609-243-5864. 

Sincerely, 

tr--
Joseph P. Wechselberger 
Financial Analyst 

/JPW 
Enclosures 

cc: David E. Joranson,J.,f.S.S.W. 
Rosemary Gibson v 

Office of the Viet President and Treasurer 

Route 1 and College Road Ease Post Office Box: 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)452-9564 

Page: 1 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: 

Grant Number: 036509 for [BOL] 
Budget Period: Aug-01-1999 to Jul-31-2000 
Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

:Ctem 

PERSONNEL 
Project Director 

Co-Director 
Project Advisor 

Project Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 

outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel Subtotal 

OTHER DIRECT COSTS 

Supplies 
Computer Supplies 

Duplicating/Printing 

Telephone 

Postage 
Service Agreements(s) 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

1 

Approved Period l 
~udqet Amount 08/99-01/00 

78,290 36,929 

35,981 16,972 

5,395 0 

29,357 13,848 

33,994 15,969 

31,980 15,085 

24,380 11,500 

16,000 2,333 

10,615 0 

4,992 1,490 

91,489 35,518 

362,473 149,644 

2,700 1,106 

500 174 

2,865 54 

2,155 0 

1,500 0 

3,000 695 

6,500 2,334 

15,960 951 

35,180 5,314 

35,789 13,946 

Period 2 
02/00-07/00 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total Variance 

-



P
-43071 _ 00089

FA: MLH PA: JMS PO: RG 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)452-9564 

Page: 2 

Grantee: University 0£ Wisconsin-Madison .Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: 

Grant Number: 036509 for [EOLJ 

Budget Period: Aug-01-1999 to Jul-31-2000 
Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

:Item 

CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

G:ra__n.d 'rot___l!l.l. 

1 

Approved 
)3u~t Amount 

44,000 

44,000 

477,442_ 

Period l 
08/99-01/00 

0 

168,904 

Period 2 

02/00-07/0!l 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total. Variance 

-
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• w University of Wisconsin-Madison 
Graduate School, Research and Sponsored Programs 

March 28, 2000 

MonaL.HaU 
Financial Analyst 
The Robert Wood Johnson Foundation 
Route l and College Road East 
P. 0. Box2316 
Princeton, NJ 08543-2316 

RE: Grant #036509 

Dear Ms. Hall: 

FINANCIAL MONITORING 

In reply, please refer to 
UW Acct No. 133-CW36 

Enclosed is the interim financial report for Year l on the above-referenced grant for the period 
August l, 1999 through January 31, 2000 under the direction of David E. Joranson. 

Thank you for your support of this project. If you have any questions regarding this report, 
please contact me at 608/262-9028. 

Enclosure 
cc: Joranson, David E - Med Sehl Pain Study 

Williams, Carolyn M - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 AW. Peterson Building 
750 University Avenue 
Madison, WI 53700-1490 

Telephone (608) 262-3822 
Fax (608) 262-5111 
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Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 1 
Revised: 

Item 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Res Program Manager 
Info Processing Cons 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Office Assistant 
Fringe Benefits 

Personnel Subtotal 
OTHER DIRECT COSTS 

Supplies 
Computer Supplies 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSUL TANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Grand Tota.I 

Approved 
Bud,1et Amount 

78,290.00 
35,981.00 

5,395.00 
29,357.00 
33,994.00. 
31,980.00 
24,380.00 
16,000.00 
10,615.00 

4,992.00 
91,489.00 

362,473.00 

2,700.00 
500.00 

2,865.00 
2,155.00 
1,500.00 
3,000.00 
6,500.00 

15,960.00 
35,180.00 
35,789.00 

44,000.00 

477,442.00 

FINANCIAL REPORT 
The Robert Wood Johnaon Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: (609) 452-8701 Fu: (609) 452-9564 

UW Account #133-CW36 

Grantee: University of Wlscc:maln-Madleon 
Grant Number: 036509 for (EOL) 
Budget Period: Aug-01-1999 to July-31-2000 
Grant Period: Aug-01-1999 to Jan-31-2002 

EXPENDITURES 
Period 1 

08199-01/00 

36,929.28 
1s,9n.20 

13,847.88 
15,969.00 
15,084.90 
11,500.02 
2,333.34 

1,490.30 
35,517.84 

149,644.82 

1,106.21 
173.53 

53.72 

694.94 
2,333.80 

950.83 
5,313.03 

13,946.17 

168,904.02 
(l '1 
1~.,...,, 

~.- i I:.,/ : v: 

Period 2 
02/00-07/00 

Tota.I 

36,929.28 
1e,en.20 

13,847.88 
15,969.06 
15,084.90 
11,500.02 
2,333.34 

1,490.30 
35,517.84 

149,644.82 

1,106.21 
173.53 
53.n 

694.94 
2,333.80 

950.83 
5,313.03 

13,946.17 

/ _ .; / /l h 168,904.02 
/✓&./.14 V • ( _,4'-;n.. • , 1..,!.V,.4.--

ffoben C. Andresen. Admin. Officer 

n ... wu1off'h JI. ~nnno:nrAtf Prnarams 

Variance 

41,360.72 
19,008.80 
5,395.00 

15,509.12 
18,024.94 
18,895.10 
12,879.98 
13,666.66 
10,615.00 

3,501.70 
55,971.16 

212,828.18 

1,593.79 
326.47 

2,811.28 
2,155.00 
1,500.00 
2,305.00 
4,166.20 

15,009.17 
29,866.97 
21,842.83 

44,000.00 

308,537.98 

. ~ 

-
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FOUNDATION 

April 7, 2000 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group L University of Wisconsin-Madison 
1900 University Avenue 
Madison, WI 53705 

Reference: I.D. #036509 - Reports Due 

Dear Mr. Joranson: 

This is a reminder that both the annual financial and annual progress reports for your 
grant in support of the Targeted End-of-Life Projects Initiative: a project to assess 
states' pain policies will be due in May. Toe financial report should be in the same 
format as the approved grant budget. Guidelines for the completion of the annual progress 
report are attached. Please direct these reports to my attention. 

If you anticipate any difficulty in submitting these reports by May 31, 2000, kindly 
contact me. 

Sincerely, 

"--1 t nt{ / r/✓t~fi! __ .) 
Mona L. Hall 
Financial Analyst 

MLH\sam - SITES 
Enclosure 

cc: 

Office of the Vice President and Treasurer 

Route l and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 



P-43071 _ 00093

.t:" • THE • 
~BERTW®D 
JOHNSON 

FOUNDATION 

September 11, 2000 

Carolyn M. Williams, MBA 
Research Program Administrator 
UW Comprehensive Cancer Center 

ersity of Wisconsin-Madison 
University A venue 

Madison, WI 53705 

Reference: I.D. #036509 - Acknowledgement of Annual Progress Report 

Dear Ms. Williams: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have received your annual progress report and have forwarded a copy of this report to 
Rosemary Gibson for her review. If she has any questions or comments, she win contact 
you directly. 

If I can assist you further, please contact me at 609-243-5844. 

Sincerely, 

Sophia Kounelias 
Financial Analyst 

/SXK 
Enclosure 

cc: Robert C. Andresen 
Rosemary Gibson 
David E. Joranson, M.S.S.W. 

Office of the Vice President and Treasurer 

Route l and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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PAIN & POLICY STUDIES GROUP 

WHO Collaborating Center 
for Policy and Communications 
in Cancer Cate 

August 31, 2000 

Sophia Kounelias 
Financial Analyst 
Robert Wood Johnson Foundation 
Route l and College Road East 
Princeton. NJ 08543•2316 

Reference: Grant# 036509 

Dear Ms. Kounelias, 

• 

Enclosed you will find three copies of the AMual Progress Report, three copies of the 
Bibliography, and two copies ofthe Communications Products for the above referenced grant. 

The financial report for this project will be forwarded to you directly from the Research and 
Sponsored Programs department of the University of Wisconsin. 

Under separate cover, you will be receiving a request to carry over funds and a rebudget for year 
two of this project. If you have any questions, you may contact me directly at 608~263• 73 71. 

Sincerely, 

CClA~I"\. w~ 
Carolyn M. Williams, :MBA 
Research Program Administrator 

UW Comprehensive Cancer Center• University of Wiscoruin,Madoon Medical School 
1900 University Avenue Madison, WI 53705 USA (608) 263,7662 FAX: (608) 263-0259 
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-

~ WHO Collaborating Center 
~~ i;t for Policy and Communications 
~ in Cancer Care 

FINANCIAL MONITORING 

ANNUAL PROGRESS REPORT 

YEAR! 

"BUILDING CAPACITY TO PROMOTE PAIN POLICY 

THROUGH EVALUATION, RESEARCH AND COMMUNICATION" 

TARGETED END-OF-LIFE INITIATIVES 

GRANT# 036509 
AUGUST 1, 1999 -JULY 31, 2000 

SUBMITTED 

AUGUST 31, 2000 

PAIN & POLICY STUDIES GROUP 

1900 UNIVERSITY AVE. 
MADISON WI 53705-4013 

608.263. 7662 
PPSG@.MED. WISC.EDU 

UW Comprehensive Cancer Center, University of Wisconsin-Madison Medical School 
1900 Universitv Avenue Madison, WI 53705 USA (603) 263-7662 FAX: (608) 265-0259 
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1. WHAT WERE THE PROJECT'S OBJECTIVES AND HOW HAS THE 

PROJECT MET THEM IN THIS YEAR? 

A review of the project's time-line demonstrates that most of the objectives proposed 
during the first year have been met in a timely fashion. 

Part 1: Policy Evaluation 
The document "Achieving Balance in Federal and State Pain Policy: A Gu;de to 

Evaluation" was completed in July 2000. The document presents the results of a systematic 
evaluation of pain-related policies from the federal government and the 50 states. All policies 
that were in force and available through March 2000 were examined using a set of well­
documented criteria based on a Central Principle that should underlie all pain policy. The 
document is designed as a workbook to assist professionals and groups who want to learn how to 
evaluate policies that can affect pain management in their state or at the federal level. 

The document has been prepared in a hard-copy format and will be disseminated by the 
end of summer to all Robert Wood Johnson Foundation (RWJF)-supported Community-State 
Partnerships, other grantees including Last Acts, and to State Cancer Pain Initiatives, State 
Medical Societies and many other organizations. The document also is being prepared in an 
electronic fom1at to be placed on the PPSG website. The policy matrices contained in the 
documents will be automated so that clicking on a dot in a cell will link the user directly to a 
down-loadable electronic document with the full text and citation of the provision. Completion 
of the electronic matrices will be accomplished as soon as possible but no later than December 
31, 2000. Finally, the document will be put on CD-ROM in a variety of formats and will be 
available to distribute at any time to organizations or individuals who make this request. 

An "Annual Review of New State Pain Policies" currently is being prepared that 
summarizes all new or amended pain policies from the previous year, such as the adoption of 
intractable pain treatment acts and medical board regulations and guidelines on prescribing 
controlled substances for pain. The Annual Review will contain (a) the cumulative trend of pain 
policies since 1980, and (b) a state-by-state listing, citation, summary, and commentary for each 
new policy in the previous year. 

Although the Annual Review was proposed to be completed by the end of August 2000, 
we have modified this objective so that it will be completed by the end of December to be able to 
evaluate all policies adopted in calendar 2000. As a result, the Annual Review will represent a 
full year, rather than a partial year of policy development. Once completed, the Annual Review 
will be made available on our website and will be distributed to key individuals and 
organizations such as health-care providers, patient advocacy groups, state cancer pain initiative, 
state government pain commissions, state pain summit meetings and task forces, state 
legislatures, and medical boards. 

1 
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The PPSG continually updates the electronic access to state pain policies, enhancing its 

down-loadable website database of the full text of pain policies currently in force. These policies 
include relevant federal and state laws, regulations, and guidelines. The accuracy and 
completeness of this policy database is continued to be assured through our current internal 
quality-control procedure and our regular monitoring of the policy environment. To obtain 
policies not available by using our electronic legal database (Lexis, from "Lexis-Nexis Research 
Software"), PPSG staff will contact the appropriate state agency. 

Part 2: Empirical Research 
PPSG staff continues to collect data regarding the abuse and medical use of opioid 

analgesics. Abuse data are collected from the Drug Abuse Warning Network (DAWN) of the 
Substance Abuse and Mental Health Services Administration (SAMHSA), and medical use data 
come from the Automation of Reports and Consolidated Orders System (ARCOS) of the Drug 
Enforcement Administration (DEA). Our previous research with these data demonstrated that 
the abuse of opioid analgesics has remained very low and stable over time despite a substantial 
increase in their medical use and has been published recently in the Journal of the American 
Medical Association. Efforts are being made to monitor these data to evaluate possible 
significant changes in their trends in recent years. 

Part 3: Communications 
A major purpose of this grant is to increase awareness of pain policy issues and to support 

the efforts of individuals and organizations in government and health care to evaluate and 
improve policies that affect pain management. We proposed to accomplish this goal through 
several means, including proactive communication of the products from this grant to a broad 
range of individuals and groups, using means in addition to the ordinary channels of publishing 
articles in journals. We proposed to: (I) maintain the PPSG website as a source of pain policy 
information for the public, (2) expand the PPSG list-serve, and (3) provide rapid and efficient 
technical assistance and dissemination of information. PPSG established a Communications 
Team to guide efforts to accomplish this objective. More detail is available in our response to 
Question 5; a summary of the accomplishments follows. 

(1) Website: The Team implemented a number of improvements to the website, including an 
enhanced home-page and site guide, addition of the full text of many new state pain policies, and 
addition of new links to the site (see Bibliography). We provided pain experts with slides that 
they can use when they mention our website in their talks. Utilization of the site has continued to 
increase, with approximately 3,300 users per month and a total of about 15,000 hits on our 
website over this same time-period. 

(2) List-serve: We reviewed this objective and decided that managing a single list-serve had a 
limited potential for communicating to the broad audience that is interested in pain policy. We 
decided that it would be preferable for our staff to monitor and participate actively in the growing 
number of list-serves on topics that relate to pain policy, rather than manage a list-serve aimed at 
a more limited subscriber audience. We now participate in list-serves of other groups that are 

2 
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interested in oncology and pain, substance abuse, prescription monitoring, pain, and end-of-life 
issues. Typically, we notify these list-serves of our website, respond to questions and note the 
availability of particular resources that we have developed. We also post our own questions on a 
variety of list-serves to stimulate discussion and obtain feedback on policy issues. We believe 
that this approach has resulted in bringing a greater awareness of our work to a much broader 
audience of professionals. 

(3) Technical assistance and dissemination of information: PPSG has provided considerable 
technical assistance to a variety of groups that have the potential to influence pain policy, 
including the American Bar Association Commission on Legal Problems of the Elderly, the 
RWJF Community-State Partnership in Kansas, the Midwest Bioethics Center, the American 
Academy ofNeurology, a joint committee of three national associations, the American Pain 
Society, the American Society of Addiction Medicine, and the American Academy of Pain 
Medicine, and to several state cancer pain initiatives. 1 A more detailed description of key 
technical assistance activities is as follows: 

(a) The PPSG assisted the American Bar Association Commission on Legal 
Problems of the Elderly in its preparation of a position statement on a Proposed 
ABA Policy on Legal Obstacles to Effective Pain Management. 

(b) PPSG was invited by the RWJF Community-State Partnership in Kansas to 
provide a day's worth of technical assistance on issues and opportunities in 
regulatory policy in the state. PPSG used this opportunity to prepare a protocol 
for providing technical assistance in the states. 

( c) The PPSG provided comments on a proposed position statement about pain 
management and public policy to the American Academy of Neurology. 

( d) The PPSG provided extensive policy assistance to a joint committee to achieve 
consensus on terms related to pain and addiction; the committee was established 
by three national associations: the American Pain Society, the American Society 
of Addiction Medicine, and the American Academy of Pain Medicine. 

( e) The PPSG provided preliminary technical assistance about state prescription 
monitoring programs to representatives of the Michigan Cancer Pain Initiative and 
the Hawaii Cancer Pain Initiative. We also compiled and sent an extensive list of 
the resources available, and are waiting to determine if additional assistance is 
requested. 

1 It has been especially rewarding for the PPSG to collaborate with Midwest Bioethics Center and the 
Community-State Partnerships; these groups are well-organized, committed to the task of improving patient care and 
decision-making, thoughtful about the role of policy, and are highly professional. 

3 



P-43071 _ 00099

_. I • • 
As interests in pain management and end-of-life care expand, requests for our assistance 

and for providing information sometimes exceed our capacity to respond (and still accomplish 
our other work under the grant). It is clear that we are working on a dynamic policy stage with 
multiple actors, different sets and several scenes unfolding simultaneously. We developed an 
electronic data collection form, as well as a procedure to use it in order to assure we capture the 
full extent of our technical assistance efforts. 

Within the last year, the PPSG Communications Team developed a strategy for 
publicizing several articles that are going to be published in major journals. We used the 
dissemination of our April 5, 2000 article in the Journal of the American Medical Association as 
the model. The first component was to ensure that the article and press release were clear about 
the message (increasing trend in use of opioids for pain yet low and stable abuse trends). The 
second component was to disseminate this message to our main audiences, including health 
professional groups, government, and the public. 

2. WHAT INTERNAL CHALLENGES WERE ENCOUNTERED DURING THIS YEAR 

THAT ARE RELATED TO THE PROJECT'S DESIGN, COLLABORATIONS, 
STAFFING, OPERATIONS, OR OTHER PROJECT FACTORS? 

The most significant internal challenge encountered by this project was the development 
of a program to organize the communication activities of staff members. A Communications 
Specialist position was created and an individual hired into the position. The person that we 
hired did not work out and was asked to leave. This gave us the opportunity to re-evaluate our 
needs and the skills needed for the position. We then decided to hire a Communications 
Strategist and link this person with a current staff member who would fulfill the role of 
Communications Coordinator. We have developed a relationship with Renie Schapiro, a Senior 
Communications Consultant who is helping us develop a communications strategy including 
defining our target message for each of our products and assisting us in working with the media. 
Jessica Nischik, a Policy Specialist with the group who has a background in business and 
marketing, has become our Communications Coordinator. We believe that this arrangement 
best meets the needs of the group with our goal of communicating the availability of our work 
and communicating our message of creating a balanced public pain policy. 

3. WHAT CHALLENGES OR SUCCESSES WERE CAUSED BY FACTORS 
EXTERNAL TO THE PROJECT? 

A few external factors created challenges and successes for the grant proj'ects. In terms of 
data collection, two factors made it difficult for us to create a comprehensive, up-to-date database 
of policies: (1) the dynamic policy environment, and (2) an inability to efficiently obtain policies 
from state agencies. First, for the purpose of completing the Evaluation Guide (as well as the 
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Annual Review of State Pain Policies), PPSG staff needed to be aware of recent policy activity at 
the federal and state levels. There had not, however, been previously-established procedures for 
proactively obtaining federal and state policies. Given our nascent policy collection 
methodology, coupled with the extremely dynamic nature of the current policy environment, it 
was initially difficult to maintain the policy database. Second, although an electronic legal 
database (Lexis, from "Lexis-Nexis Research Software") was utilized to identify and collect 
relevant statues for all states and at the federal level, this database could not be used to obtain 
some state regulations and all policies created by state agencies or organizations (i.e., Medical 
Boards, Pharmacy Boards, etc.). As a result, PPSG staff needed to spend a considerable amount 
of time contacting each relevant state agency to evaluate the extent of policy development, 
adoption, or amendment. This type of data collection was impeded further by Board members 
who typically did not know about recent or past policy development by their state Board. 

In addition, the projects proposed during the first year of the grant, especially the 
Evaluation Guide, were extraordinarily well timed to provide assistance to the numerous state­
level activities that are promoting improvements in pain management and end-of-life care, 
although responding to opportunities and requests has necessitated some reallocation of grant 
resources. For example, the growing number of state end-of-life task forces, commissions and 
initiatives in the US has resulted in an increasing number of requests for infonnation about pain­
related policy. Our work is in demand by these groups and, although much of our work is 
available on the website, this is not always sufficient for such requests. For example, extensive 
materials were prepared in response to requests from California, Michigan, and Hawaii in 
relation to their current prescription monitoring programs. It is likely that there will be 
continuous increases in requests for information and technical assistance, particularly since 
organizations are sponsoring more and more state-level initiatives. Many of these state 
initiatives will want to evaluate the need for legislation in the area of pain management in their 
state. In some cases, there seems to be an unrealistic expectation that legislation is the answer, so 
we continuously find ourselves explaining the benefits and risks of legislation and other policy 
approaches. 

There also will be an attempt to couple the contents of the Evaluation Guide with the 
upcoming Bill Moyers television program about end-of-life care. We are working currently with 
Renie Schapiro, Senior Communications Consultant, to identify ways that this material can be 
integrated into the press coverage surrounding the Moyers special. 

4. IF YOU ARE WORKING IN COLLABORATION WITH OTHER 
ORGANIZATIONS, OR DEPEND ON OTHER ORGANIZATIONS OR 
INSTITUTIONS TO MEET THE OBJECTIVES OF THIS PROJECT, HOW 
ARE THOSE RELATIONSHIPS WORKING? 

The PPSG has relied on data from two organizations to support our study of medical 
consumption and abuse of opioid analgesics: the Drug Enforcement Administration (DEA) and 
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the Substance Abuse and Mental Health Services Administration (SAMHSA). We request the 
consumption data for individual opioid analgesics directly from the DEA Targeting and Analysis 
Unit of the Office of Diversion Controli which has been extremely responsive to our various 
requests. The Unit provides us with both hard-copy and disk-copy of the Automation of Reports 
and Consolidated Orders System (ARCOS) data on which our analysis of consumption is based. 

The data for abuse of opioid analgesics come from the Drug Abuse Warning Network 
(DAWN), which is an annual report of SAMHSA within the U.S. Department of Health and 
Human Services. For the years prior to 1998, the main data tables were available in the hard­
copy reports that we obtained from SAMHSA. Starting in 1998, these data tables are available 
on-line. In addition, for every year of data, we have requested special data runs from SAMHSA 
for three purposes: (I) to determine the abuse of morphine, which is aggregated with heroin as an 
abuse category; (2) to determine the abuse of fentanyl when necessary, whose abuse often falls 
below SAMHSA's reporting cutoff; and (3) to determine the contents of a drug category called 
"Other/unspecified Narcotic Analgesics." Overall, our experience working with the staff at 
SAMHSA has been very positive. At one time, however, we faced the possibility of SAMHSA 
charging us for the special data runs. This situation seemed to arise after we had queried them 
about extensive future data runs. We overcame this potential problem by reverting to our 
original, occasional, targeted data runs on an as-needed basis. 

Our collaboration with these groups resulted in an article in the Journal of the American 
Medical Association (JAMA) on April 5, 2000 on the medical use and abuse of opioid 
analgesics. As a result of this publication, staff members at SAMHSA wrote a letter to the editor 
of JAMA outlining some of the changes that the DAWN data-base will undergo, partly in 
response to some of the difficulties we experienced in using the data. Their letter was published 
alongside a letter from us in JAMA (August 2, 2000), commending them for their intended 
improvements and suggesting additional changes to the database. 

5. WHAT HAVE BEEN IBE PROJECT'S KEY COMMUNICATIONS 

ACTIVITIES DURING THE PAST YEAR? 

PPSG Website 

The PPSG website has been in service since July 1997. In the past 12 months, the 
website has averaged 14,908 hits and visits by an average of 3,299 users per month from around 
the world. 

The website is currently maintained by the PPSG's Infonnation Technology Manager. 
Maintaining the website involves updating an interactive matrix of policies adopted by state and 
national boards, legislatures and organizations, adding the new policies as hypertext markup 
language (HTML) documents, periodically checking website links to insure that they are current 
and fi.mctional, and making any necessary changes to the format of website pages. Monthly 
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reports are generated to track the number of website hits and users, and to determine which 
policy documents are viewed most often by these users. The website e-mail account is also 
checked daily for user feedback, which is then directed to the proper PPSG staff member(s). 

During the grant period there were 12 new policies enacted by state legislatures, state 
medical boards, state pharmacy boards, and national organizations. These policies were obtained 
by our policy analysts and converted to WordPerfect format either by scanning a hard copy or 
converting an already-extant electronic document in another file format. From there they were 
converted to HTML documents, formatted in the style of other PPSG website documents, and 
then uploaded to our website. 

The July 2000 Pain & Policy Studies Group publication "Achieving Balance·in Federal 
and State Pain Policy: A Guide to Evaluation" was recently made available on the PPSG website 
in three different ways. The first of these is the full document in Adobe Acrobat (PDF) format, 
which the viewer can open through the website and view on his/her browser. The second is an 
interactive PDF version of the document that permits the viewer to look at any particular section 
of the document s/he wishes, without having to wait for the entire file to load into his or her 
computer. The third way is an interactive HTML version of the document which can be viewed 
using virtually any web browser. This interactive HTML version also permits the viewer to see 
any part of the document without having to wait for the entire document to load. Additional 
options that the viewer has is to download a self-extracting version of the entire document, and to 
submit a request for a free hard copy. 

Index of PPSG website "top" pages: 

• Home-Page 
• About the PPSG 
• Matrix of State Laws, Regulations, and Guidelines 
• Policy Alerts 
• PPSG International Policy 
• PPSG Bibliography 
• PPSG Links to Other Sites 
• PPSG Glossary 
• U.S. Pain Policies 

Other Communication Efforts 

In addition to the activities relating to the website, list-serve and technical assistance 
mentioned under Question 1, the following description provides further information about key 
activities. Complete information about the communication activities are available in the 
bibliography. 
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Publicity for the article published in the Journal of the American Medical Association. We 

believe that we were successful in reaching our key audiences: We mailed a copy of the article 
and press release directly to all state medical and pharmacy boards and state medical societies; 
we notified a large number of individuals and organizations via an e-mail broadcast of the 
availability of the article on our website; the article and its press release are on our website are 
frequently accessed by users; there were ( and continue to be) numerous placements in media 
aimed at the public (e.g., TIME Magazine, AMA Radio, Healthwatch CNN) and at health 
professionals (e.g., Oncology Times, WebMD and WebRN, Last Acts). We prepared a special 
"PPSG News Clipping Report" to capture all the placements. Institutional newsletters are now 
picking up the story. The details of these placements can be found under Question 5. 

Testimony to the Congress. David Joranson testified on October 13, 1999 at a U.S. Senate 
Committee Hearing on Pain Management and Improving End-of-Life Care. He was invited in 
writing by Senator Edward M. Kennedy, Ranking Minority Member of the Senate Committee on 
Health, Education, Welfare, and Pensions. Mr. Joranson testified for information, particularly 
with respect to the risks to pain management of amending federal controlled substances law to 
prohibit assisted suicide. 

Presentations at national conferences. PPSG provided presentations on trends and issues in 
pain policy to participants at a number of confenmces sponsored by national organizations. 
Among these were the American Pharmaceutical Association, the American Alliance of Cancer 
Pain Initiatives, and the Community-State Partnerships. 

6. WHAT ARE THE PROJECT'S OTHER SOURCES OF SUPPORT? 

This project has no other sources of support. The other activities of the group are 
international projects related to our status as The World Health Organization Collaborating 
Center for Policy and Communications in Cancer Care. 

Office space for the Pain & Policy Studies Group and this project is provided by the School 
of Medicine of the University of Wisconsin-Madison. 

7. WHAT ARE YOUR PLANS FOR THE PROJECT NEXT YEAR? 

The second year of our grant will involve the continuation of many activities conducted 
during the first year, as well as those scheduled to begin in 2001. 

Part 1: Policy Evaluation 
We will publish another "Annual Review of New State Pain Policies" to demonstrate policy 

change throughout 2001. To accomplish this, we will need to continue to monitor the frequency 
of adoption of new intractable pain treatment policies, as well as regulations and medical board 
policies that relate to the use of controlled substances for pain. Again, the Annual Review will 
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be made available on our website and will be distributed to key individuals and organizations 
such as health-care providers, patient advocacy groups, state cancer pain initiative, state 
government pain commissions, state pain summit meetings and task forces, state legislatures, and 
medical boards. 

The PPSG will continue to update its electronic access to state pain policies, including the 
most recent relevant federal and state laws, regulations, and guidelines. 

We will complete one of two proposed evaluations of medical board pain guidelines. This 
first analysis will compare the descriptive results from our evaluation of 24 medical board 
policies conducted in 1998 (under Grant #031461: "Pain Management and State Regulatory 
Policy") to those policies adopted subsequent to the first evaluation. An effort will be made to 
evaluate the extent that "newer" policies contain language that is balanced in recognizing the 
medical use of controlled substances, is more direct in addressing physicians' concerns about 
investigation, and is more accurate in the use of terminology. 

Part 2: Empirical Research 
PPSG staff will continue to collect data regarding the abuse and medical use of opioid 

analgesics. Abuse data will be collected from the Drug Abuse Warning Network (DAWN) of the 
Substance Abuse and Mental Health Services Administration (SAMSHA), and medical use data 
will come from the Automation of Reports and Consolidated Orders System (ARCOS) of the 
Drug Enforcement Administration (DEA). We will monitor these data to evaluate possible 
significant changes in their trends in recent years. 

Part 3: Communications 
The Communications Team plans a number of activities to improve the visibility and 

understanding of the work done by the PPSG. The PPSG has hired a senior communications 
consultant, Ms. Renie Schapiro, to assist in the development of its communications strategy. 
We have designated one staff member, Ms. Jessica Nischik, as communications coordinator. Ms. 
Nischik has a background in marketing and, as a member of our policy evaluation team, is well 
informed about the work done by the Group. 

PPSG will disseminate the Evaluation Guide to a wide audience of individuals and 
organizations in government and health care. We will collaborate with key national 
organizations to disseminate the Evaluation Guide, including the American Alliance for Cancer 
Pain Initiatives, the National Council of State Legislatures and the Community State Partnerships 
for End~of-Life Care. 

The Communications team is planning dissemination strategies for each of the articles it will 
publish in the coming year. These articles include: 

Gilson AM, Joranson DE. "Controlled Substances and Pain Management: Changes in 
Knowledge and Attitudes of State Medical Regulators" Journal of Pain and Symptom 
Management (in press) 
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Joranson DE, Gilson AM; "Federal and State Policy Issues in the Use of Opioids for 
Treatment of Pain in Patients who Abuse Controlled Substances" Journal of Maintenance 
in the Addictions (in press) (Note: may be published by editor as book chapter rather than 
part of a theme issue of journal) 

Joranson DE, Gilson, AM; "Pharmacists' Knowledge and Attitudes About Opioid Pain 
Medications in Relation to Federal and State Policy" Journal of the American 
Pharmaceutical Association (in press) 

Joranson DE, Gilson AM, Dahl JL, Haddox JD "Pain Management, Controlled 
Substances, and State Medical Policy: A Decade of Change" Journal of the American 
Medical Association (second revision) 

The strategies will ensure that the message is clear, and will make use of press coverage, targeted 
mailings, e-mail broadcast notification, website placement and possible national news coverage. 

The PPSG will improve its media readiness is several ways. We will develop a media kit that 
contains an informational brochure about the PPSG, as well as fact sheets, staff biographies and 
photographs, and a Rolodex card for distribution. 

The PPSG would like the opportunity to brief Congressional staff on resources available for 
improving pain policy and would appreciate such assistance from the Foundation. 

8. How DO YOU ASSESS THE NPO'S ROLE IN YOUR GRANT? 

We are appreciative of the Robert Wood Johnson Foundation's support of this project and the 
very natural flow of information and expression of ideas and issues between the staff members of 
the PPSG and the staff of R W J. The Last Acts program and the Midwest Bioethics Center has 
been very helpful with the dissemination of information. 

9. How LONG HA VE YOU SERVED AS PROJECT DIRECTOR? 

David E. Joranson, MSSW has served as the Director of the Pain & Policy Studies Group 
since it's inception in 1996. He has served as director of this project for the life of the proposal. 



P-43071 _ 00106

• 
PAIN & POLICY STUDIES GROUP 

-

WHO Collaborating Center 1 for Policy and Communications 
~ in Cancer Care 

• 

ANNUAL PROGRESS REPORT BIBLIOG 

YEARl CIAL MONITORING 

"BUILDING CAPACITY TO PROMOTE PAIN POLICY 

THROUGH EVALUATION, RESEARCH AND COMMUNICATION" 

TARGETED END-OF-LIFE INITIATIVES 

GRANT # 036509 
AUGUST 1, 1999 -JULY 31, 2000 

SUBMITTED 

AUGUST 31, 2000 

PAIN & POLICY STUDIES GROUP 

1900 UNIVERSITY A VE. 

MADISON WI 53705-4013 
608.263.7662 

PPSG@MED. WISC.EDU 

UW Comprehensive Cancer Center• University of Wisconsin-Madison Medical School 
1900 Univwity Avenue Madison, WI 53705 USA (608) 263-7662 FAX: (608) 263-0259 



P-43071 _ 00107

• • 
BIBLIOGRAPHY 

Books and Reports 

* Joranson DE, Gilson AM, Ryan KM, Maurer MA, Nischik JA, Nelson JM. Achieving Balance 
in Federal and State Pain Policy: A Guide to Evaluation. Madison, Wisconsin: Pain and Policy 
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national update on policies and legislation," at the 11th National Meeting for State Cancer Pain 
Initiatives, American Alliance of State Cancer Pain Initiatives, June 16, 2000, Kansas City, 
Missouri. 

World Wide Web Sites 

*v.ww .medsch. wisc.edu/painpolicy 
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*"More opiates used to treat severe pain," in Reuter 's Health Information, April 4, 2000. 

*"Abuse of opioid painkillers by patients is uncommon, study finds," in Oncology Times, April 
5,2000. 

*"High use of narcotic painkillers is not linked to abuse," in The Oregonian, April 5, 2000. 

*"Study finds drugs for pain not abused: Results support efforts to manage pain in people with 
long-term illnesses," in The Milwaukee Journal Sentinel, April 5, 2000. 

*"Study: Narcotic abuse may be overstated," in Wisconsin Week, April 5, 2000. 

*"Less pain means gain for medical treatment," in The Daily Oklahoman, April 11, 2000. 

*"Silent suffering," in TIME Magazine, April 17, 2000. 
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*"Pain treatment and drug abuse, apparently unconnected," in The New York Times, July 18, 
2000. 

Radio Coverage 

AMA Radio, April 5, 2000. 

World Wide Web Coverage 

*"Benefits from opioids outweigh risks, study says," www.cnn.com. 

*"Drugs for pain management don't lead to abuse,"www.iointogether.org. 
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November 6, 2000 

Mary C. Koscielniak 
Accountant 

• THE • R9BERTW®D 
JOHNSON 

FOUNDATION 

Graduate School, Research and Sponsored Programs 
/ Unblersity of Wisconsin-Madison 
~ A. W. Peterson Building 

750 University A venue 
Madison, WI 53706-1490 

Reference: I.D. #036509 - Transmittal of Next Payment 

Dear Ms. Koscielniak: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your recent financial report, we note that cumulative expenditures as of 
July 31, 2000, have been $404,551. The Foundation has made payments to date totaling 
$407,625 leaving you a cash balance as of July 31, 2000, of $3,074. Enclosed with this 
letter is our check for $168,873. This check equals your next payment less your cash 
balance. Also enclosed is your financial reporting form for your use when reporting 
expenditures. 

If I can assist you further, please contact me at 609-243-5844. 

Sincerely, 

Sophia Kounelias 
Financial Analyst 

/SXK 
Enclosures 

cc: David E. Joranson, l-.s.S.W. 
Rosemary Gibson /.,. 
Robert C. Andresen 

Office of the Vice President and Treasurer 

Route 1 and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)452-9564 

}: 

Page: 1 

FA: SXK PA: JMS PO: RG Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer; Robert C. Andresen (608/262-2896) 

Budget for Year 2 

Grant Number: 036509 for [BOL] 
Budget Period: Aug-01-2000 to Jul-31-2001 

Grant Period: Aug-01-1999 to Jan-31-2002 

Revised: EXPENDITURES ._ 

Approved Period 1 Period 2 Period 3 Period 4 Period 5 Period 6 Total Variance Pct 
:Item 

PERSONNEL 

Project Director 

Co-Director 

Project Advisor 

Project Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 

Outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel Subtotal 

OTHER DIRECT COSTS 

supplies 

computer supplies 

Duplicating/Printing 

Telephone 

Postage 

Service Agreements(s) 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

Budget Amount 08/00-01/01 02/01-07/01 

46,104 

21,189 

5,718 

17,288 

24,022 

18,833 

12,921 

16,960 

11,252 

5,292 

60,372 

239,951 

2,700 

500 

2,865 

2,155 

1,500 

3,000 

6,500 

15,960 

35,180 

24,762 

-
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FINA.NC.I.AL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax:(609)452-9564 

Page: 2 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (60B-263-7662) 
Fiscal Officer: Robert C. Andresen {608/262-2896) 

Grant Number: 036509 for [EOL] 
Budget Period: Aug-01-2000 to Jul-31-2001 

Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

Item 

CONSULTANT/CONTRACTUAL 

cons/Contrct Subtotal 

Grand_ '1"1::)_t,l)tl 

2 

Approved Period 1 
Budget Amount 08/00-01/01 

44,000 

44,000 

343~893 

Period 2 
02/01-07/01 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total variance ct 

• 
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University of Wisconsin-Madison 
Graduate School, Research and Sponsored Programs 

October 25, 2000 

Sophia Kounelias 
Financial Analyst 
The Robert Wood Johnson Foundation 
Route 1 and College Road East 
P. 0. Box 2316 
Princeton, N J 08543-2316 

RE: Grant #036509 

Dear Ms. Kounelias: 

FINANCIAL MONITORING 

In reply, please refer to 
UW Acct No. 133-CW36 

Enclosed is the annual financial report for Year 1 on the above-referenced grant for the period 
February 1, 2000 through July 31, 2000 under the direction of David E. Joranson. 

Thank you for your support of this project. If you have any questions regarding this report, 
please contact me at 608/262-9028. 

Enclosure 
Cc: Joranson, David E - Med Sehl Pain Study 

Willians, Carolyn M - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 AW. Peterson Building 
750 University Avenue 
Madison, WI 53706-1490 

Sincerely, 

''J{_a!fl (' ,teed.~£, 
Mar{c. Koscielniak 
Accountant 

Telephone {608) 262-3822 
Fax (608) 262-5111 
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FA: MLH PA: llM PO: RG 
Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 1 
Revised: 

Item 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Res Program Manager 
Info Processing Cons 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Office Assistant 
Fringe Benefits 

Personnel Subtotal 
OTHER DIRECT COSTS 

Supplies 
Computer Supplies 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSUL TANTfCONTRACTUAl 

Cons/Contrct Subtotal 

Grand Total 

Approved 
Bud_g_et Amount 

78,290.00 
35,981.00 
5,395.00 

29,357.00 
33,994.00 
31,980.00 
24,380.00 
16,000.00 
10,615.00 
4,992.00 

91,489.00 
362,473.00 

2,700.00 
500.00 

2,865.00 
2,155.00 
1,500.00 
3,000.00 
6,500.00 

15,960.00 
35,180.00 
35,789.00 

44,000.00 

477,442.00 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: (609) 452-8701 Fax: (609) 452-9564 

UW Account #133-CW36 

Grantee: University of Wisconsin-Madison 
Grant Number: 036509 for (EOL) 
Budget Period: Aug-01-1999 to July-31-2000 

_ Grant Period: Aug-01-1999 to Jan-31-2002 

EXPENDITURES 
Period 1 

08/99-01/00 

36,929.28 
16,972.20 

13,847.88 
15,969.06 
15,084.90 
11,500.02 
2,333.34 

-
1,490.30 

35,517.84 
149,644.82 

1,106.21 
173.53 
53.72 

694.94 
2,333.80 

950.83 
5,313.03 

13,946.17 

168,904.02 

Period 2 
02/00-07/00 

41,045.92 
20,118.23 

5,432.55 
16,431.52 
17,784.31 
16,818.55 
12,481.98 
16,906.12 

2,707.10 
46,595.96 

196,322.24 

3,891.33 
599.64 
673.86 

48.89 
447.83 
298.00 

4,152.55 
9,755.17 

19,867.27 
19,457.02 

235,646.53 

Total 

77,975.20 
37,090.43 
5,432.55 

30,279.40 
33,753.37 
31,903.45 
23,982.00 
19,239.46 

4,197.40 
82,113.80 

345,967.06 

4,997.54 
773.17 
727.58 

48.89 
447.83 
992.94 

6,486.35 
10,706.00 
25,180.30 
33,403.19 

404,550.55 

Variance 

314.80 
(1,109.43) 

(37.55) 
(922.40) 
240.63 

76.55 
398.00 

(3,239.46) 
10,615.00 

794.60 
9,375.20 

16,505.94 

(2,297.54) 
(273.17) 

2,137.42 
2,106.11 
1,052.17 
2,007.06 

13.65 
5,254.00 
9,999.70 
2,385.81 

44,000.00 

72,891.45 

\ ~{ ~/4# ;2--
\ : ., / •• • # -\- 1 f\) . ~✓ .:: ,,.. . ~ 4"'if.i-;?,.-;t---?-?".' ___ _ 

, l.- ~ . ..·. ..,-- /' ., 

) \\\'7 Robert C. Andresen, Administrative Officer 

• 

• 
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April 20, 2001 

Robert C. Andresen 
Administrative Officer 

THE -
~BERTWGDD 
JOHNSON 

FOUNDATION 

Graduate School, Research and Sponsored Programs 
University of Wisconsin-Madison 
750 University A venue, Room 456 
Madison, WI 53706-1490 

Reference: 1.D. #036509 - Transmittal of Next Payment 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your recent financial report, we note that cumulative expenditures as of 
January 31, 2001, have been $589,626. The Foundation has made payments to date totaling 
$576,498 leaving you a cash deficit as of January 31, 2001, of $13,128. Enclosed with 
this letter is our check for $185,075. This check equals your next payment plus the 
above mentioned cash deficit. Also enclosed is your fmancial reporting form for your 
use when reporting expenditures. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

~W1~ 
Sophia Kounelias 
Financial Analyst 

ISXK 
Enclosures 

cc: David E. Joranson, M.S.S.W. 
Rosemary Gibson 

Office of the Via President and Treasurer 

Route 1 and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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w University of Wisconsin-Madison 
Graduate School, Research and Sponsored Programs 

April 6, 200 l 

Sopbia:KOWldiu 
Financial ANlyst 
The Robert Wood Johmoo. Foundation 
Route 1 and Collep Road Eut 
P. 0. Box 2316 
Princeton, NJ 0&543-2316 

I.E: Grant #-036509 

FINANCIAL MONITORING 

In reply, please refer to 
UW Acct No. 133-CW36 

Encloaed ii the interim financial report for Year 2 on the above-referenced grant for the period 
August l, 2000 through January 31, 200 l .under the direction of David Joranson. 

Thank you for your support of this project. If you have any questions regarding this report, 
please contact me at 608/262-9028. 

Enclosure 
Cc: Joramon, David - Med Sehl Pain Study 

Williama, Carolyn - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 AW. Pttfflon Blliklmg 
750 University Avem,e 
Madison, WI 53701-1490 

Sincerely, 

!!:u1~ Accl~~t 

Telephone (608} 262w3822 
Fax(608)262-5111 
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FA: SXK PA: JMS PO: RG 
Project Director: David E. Joninaon (808-263--7662) 
Fiscal Officer. Robert C. Anc:hun (008-21152-2896) 

Budget for YNr: Z 
Rwiffd: 

bm. 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analy8t 
Rn Program Manager 
Info Pn>CNSing Cons 
AssocRschSpec 
OUtruch Sp«:11111tst 
Progntm Aumant 
Office Assistant 
Fringe Benefits 

Personnel SubtDUil 
OTHER DIRECT COSTS 

Supplies 
Computers~ 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

other Direct Subtotal 
INDIRECT COSTS 
CONSULTANT/CONTRACTUAL 

Cons/Contrd Subtotal 

GnndTotal 

Approwtd 
B~Amount 

46,104.00 
21,189.00 

5,718.00 
17,288.00 
24,022.00 
18,833.00 
12,921.00 
16,960.00 
11,252.00 
5,292.00 

60,372.00 
239,951.00 

2,700.00 
500.00 

2,005.00 
2,155.00 
1,500.00 
3,000.00 
6,500.00 

15,000.00 
35,180.00 
24,762.00 

44,000.00 

343,183.00 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: (609} 452-8701 Fax: (609) 452-9564 

UWAocount"1D-CW31 

EXPENDITURES 
Period 1 Period 2 

l.'00-01.!01 OZI01-07I01 

Z2,710.78 
13,109.38 

2,925.00 
9,M.TII 

11,108.00 
'1,305.52 
8,6181.00 
7,417.26 
2,827.98 
3,11112.02 

29,632.78 
123,365.46 

3,407.03 
295.12 

10.00 
3,139.03 
1,459.76 
1,481.82 
4,264.01 

18,337.86 
32,394.63 
14,011U1 

15,295.50 

Grantee: ~ of Wl8conaln-Madleon 
Grant Nl.lfY'lber: 0315Qf) for (EOL) 
Budget Period: Aug-01-2000 to July-31-2001 
Grant Period: Aug-01-1999 to Jan-31-2002 

Total Vlltfflllnm 

--
Z2,710.78 23,393.Z2 
13,80S.31!1 7,379.84 
2,125.00 2,793.00 
1,398.76 7,111.24 

11,808.00 12,214.00 
9,:905.52 1,527.48 
fill,611!1.00 3,303.00 
7,417.26 lil,542.74 
2,927.91 8,324.02 
3,812.02 1,478.98 

29,832.78 30,739.22 
123,365.46 116,585.54 

3,407.03 (707.03) 
295.12 204.88 

10.00 2,855.00 
3,131.03 (984.03) 
1,459.76 40.24 
1,481.12 1,518.18 
4,264.01 2,235.99 

18,337.86 (2,377.86) 
32,394.63 2,785.37 
14,018.41 10,743.59 

15,295.50 28,704.50 

115,074.00 ✓ 0 t"~' ~ \ 115,074.00 1&,11111.00 

~C~. 
Robert C. Andresen, Adminhm'ative Ol"l'icer 

-i, 

.. 

-

-
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October 18, 2001 

Robert C. Andresen 
Administrative Officer 

R9BERTW®D 
JOHNSON 

FOUNDATION 

Graduate School, Research and Sponsored Programs 
University of Wisconsin-Madison 
750 University A venue, Room 456 
Madison, WI 53706-1490 

Reference: I.D. #036509 - Acceptance of Annual Financial Report/ 
No Payment/ Annual Grant Report Requested 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your annual financial report, we note that you have overexpended the 
approved budget category "Other Direct Subtotal" by more than 5 percent. Please submit a 
letter which explains this overexpenditure. 

Cumulative expenditures as of July 31, 2001, have been $758,263. The Foundation has made 
payments to date totaling $761,573 leaving you a cash balance of $3,310. We will forward 
your next payment when your annual grant report is received. Enclosed for your 
convenience is a copy of your financial reporting form for the period August 1, 2001, 
through January 31, 2002, reflecting your approved budget of $176,665. Please use this 
form when reporting expenditures. 

We look forward to receiving your annual grant report by October 31, 200 I . If I can 
assist you further, please contact me at 609-627-5844. 

Sincerely, 

Sophia Kounelias 
Financial Analyst 

/SXK 
Enclosure 

cc: David E. Joranson, W.S.S.W. 
Rosemary Gibson ✓ 

Office of the Vi'ce Presidmt and Treasurer 

Route 1 and College Road East Pose Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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PJ:NANCJ:AL REPORT 
'l'b.e Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)627-6416 

,, 

Page: 1 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-0152) 

Grant Humber: 036509 for [EOL] 
Budget Period: Aug-01-2001 to Jan-31-2002 

Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

l:t4!!!111 

PERSONNEL 

Project Director 

Co-Director 

Project Advisor 

Project Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 

Outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel Subtotal 

OTHER DIRECT COSTS 

Supplies 

Computer Supplies 

Duplicating/Printing 

Telephone 

Postage 

Service Agreements(s) 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

3 

Approved 
Budget .Amount 

24,435 

11,230 

3,031 

9,163 

12,732 

9,981 

6,848 

8,989 

5,964 

2,805 

31.,998 

127,176 

933 

250 

2,864 

1,077 

750 

1,500 

3,250 

5,700 

16,324 

12,9J.5 

EXPENDJ:'l"O'RES 

Period l. Period 2 Period 3 Period 4 Period 5 Period 6 Total Variance 
08/01-0l./02 

-
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FA: SXK PA: JMS PO: RG 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax:(609)627-6416 

;I 

Page: 2 

Grantee: University or Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen {608-262-0152) 

Grant Number: 036509 for [EOL] 
Budget Period: Aug-01-2001 to Jan-31-2002 

Grant Period: Aug-01-1999 to Jan-31-2002 

Budget for Year 
Revised: 

Item 

CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Gra.nJ:). Total 

3 

Approved 

Bu~~t 
20,250 

20,250 

176,665 

Period 1 
08/01-01/02 

EXPENDITURES 

Period 2 Period 3 Period 4 Period S Period 6 Total Variance 

-
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w University of Wisconsin-Madison 
Graduate School, Research and Sponsored Programs 

October 8, 2001 

Sophia Kounelias 
Financial Analyst 
The Robert Wood Johnson Foundation 
Route 1 and College Road East 
P. 0. Box 2316 
Princeton, NJ 08543-2316 

RE: Grant # 036509 

Dear Ms. Kounelias: 

SNlijO!INOW lVIONVNI~ 

fnl lOOZ Z L lJO (ITT 

~IDIM~ID@ID~ 

In reply, please refer to 
UW Acct No. 133-CW36 

Enclosed is the annual financial report for Year 2 on the above-referenced grant for the period 
February 1, 2001 through July 31, 2001 under the direction of David E. Joranson, Director of 
Pain and Policy Studies Group. 

Carolyn Williams will submit a letter with their progress report to request a rebudgeting for Year 2 
with part of the carryover from year 1. A new budget request for Year 3 will be submitted also. 

Thank you for your support of this project. If you have any questions regarding this report, 
please contact me at 608/262-9028. 

Enclosure 
Cc: Joranson, David - Med Sehl Pain Study 

Williams, Carolyn - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 A.W. Peterson Building 
750 University Avenue 
Madison, WI 53706-1490 

Sincerely, 

f c/~ 
~oscielmak 
Accountant 

Telephone (608) 262-3822 
Fax (608) 262-5111 
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FA: SXK PA: JMS PO: RG 
Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 2 
Revised: 

Item 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Res Program Manager 
Info Processing Cons 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Office Assistant 
Fringe Benefits 

Personnel Subtotal 
OTHER DIRECT COSTS 

Supplies 
Computer Supplies 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSUL TANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Grand Total 

Approved 
Bud_g_et Amount 

46,104.00 
21,189.00 

5,718.00 
17,288.00 
24,022.00 
18,833.00 
12,921.00 
16,960.00 
11,252.00 
5,292.00 

60,372.00 
239,951.00 

2,700.00 
500.00 

2,865.00 
2,155.00 
1,500.00 
3,000.00 
6,500.00 

15,960.00 
35,180.00 
24,762.00 

44,000.00 

343,893.00 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: (609) 452-8701 Fax.: (609) 452-9564 

UW Account #133-CW36 

EXPENDITURES 
Period 1 Period 2 

8/00-01/01 02/01-07/01 

22,710.78 24,328.06 
13,809.36 13,425.76 

2,925.00 2,925.00 
9,398.76 9,398.76 

11,808.00 9,840.00 
9,305.52 9,305.52 
9,618.00 9,160.00 
7,417.26 8,241.39 
2,927.98 7,102.16 
3,812.02 3,922.80 

29,632.78 31,296.09 
123,365.46 128,945.54 

3,407.03 5,775.56 
295.12 239.20 

10.00 694.75 
3,139.03 1,353.33 
1,459.76 976.77 
1,481.82 
4,264.01 4,244.94 

18,337.86 9,049.96 
32,394.63 22,334.51 
14,018.41 13,615.20 

15,295.50 3,741.40 

185,074.00 168,636.65 

S✓ l11'1\01 
l iJ 

Grantee: University of Wisconsin-Madison 
Grant Number: 036509 for (EOL) 
Budget Period: Aug-01-2000 to July-31-2001 
Grant Period: Aug-01-1999 to Jan-31-2002 

Total Variance 

47,038.84 (934.84) 
27,235.12 (6,046.12) 

5,850.00 (132.00) 
18,797.52 (1,509.52} 
21,648.00 2,374.00 
18,611.04 221.96 
18,778.00 (5,857.00) 
15,658.65 1,301.35 
10,030.14 1,221.86 

7,734.82 (2,442.82) 
60,928.87 (556.87) 

252,311.00 (12,360.00) 

9,182.59 (6,482.59) 
534.32 (34.32) 
704.75 2,160.25 

4,492.36 (2,337.36) 
2,436.53 (936.53) 
1,481.82 1,518.18 
8,508.95 (2,008.95) 

27,387.82 (11,427.82) 
54,729.14 (19,549.14) 
27,633.61 (2,871.61) 

19,036.90 24,963.10 

353,710.65 (9,817.65) 

~c~ 
Robert C. Andresen, Administrative Officer 

-

-
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November 1, 2001 

David E. Joranson, M.S.S.W. 
Director 

THE 

R9BERTWGDD 
JOHNSON 

FOUNDATION 

Pain and Policy Srudies Group 
~~ersity of Wisconsin-Madison 

406 Science Drive, Suite 202 
Madison, WI 53711-1068 

Reference: I.D. #036509 - Acknowledgement of Annual Progress Report 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have received your annual progress report and have forwarded a copy of this report to 
Rosemary Gibson for her review. If she has any questions or comments, she will contact 
you directly. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

c;~-.~;_, 
Sophia Kounelias@ 
Financial Analyst 

/MT 

cc: Robert C. Andresen 
Rosemary Gibson 

Office of the Vice President and Treasurer 

Route 1 and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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p AfN & POLICY s.Jtms GROUP 9 WHO C<lt.boraring Cent" 
~~ j for Policy and Communications 
~ ,I iJ!j in Cancer Care 

October 30, 2001 

Sophia Kounelias 
Financial Analyst 
Robert Wood Johnson Foundation 
Route l and College Road East 
Princeton, NJ 08543-2316 

Reference: Grant # 036509 

Dear Ms. Kounelias, 

-----:---, 

~ ....... 
, __ _j I 

-:- 1 ~t~: ·,.: :··' -~ l "-'ON \TORI NG \ : \: ~n,, ·~ I. , L I\, 1 

Enclosed you will find three copies of the Annual Progress Report, three copies of the 
Bibliography, and two copies of the Communications Products for the above referenced grant. 

Under separate cover, you will be receiving a request to carry over funds and a rebudget for year 
two and three of this project. If you have any questions, you may contact me directly at 608-263-
7371. 

Sincerely, 

C\ ... u_Lj'-' r\'\. L.._., ~L-._o..,.,--::;. 

Carolyn M. Williams, MBA 
Research Program Administrator 

UW Comprehensive Cancer Center• University of Wisconsin-Madison Medical School 
406 Science Drive, Suite 202 Madison, WI 53711-1068 USA (608) 263-7662 FAX: (608) 263-0259 

www.medsch.wisc.edu/painpolicy 
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' ' -
PAIN & POLICY STUDIES GROUP 

GI f,I WHO Collaborating Center 
~ ~ for Policy and Communications 

Wt in Cancer Care 

ANNUAL PROGRESS REPORT 

YEAR2 

r o)-·f©-:--~~u _w_m_,n1_ 

[11] OCT 3 1 2001 ~ 
FINANCIAL MONITORINr. 

"BUILDING CAPACITY TO PROMOTE PAIN POLICY 

THROUGH EVALUATION, RESEARCH AND COMMUNICATION" 

TARGETED END-OF-LIFE INITIATIVES 

GRANT # 036509 
AUGUST 1, 2000 -JULY 31, 2001 

SUBMITTED 

OCTOBER 31, 2000 

PAIN & POLICY STUDIES GROUP 

406 SCIENCE DR., SUITE 202 
MADISON WI 53711-1068 

608.263. 7 662 
PPSG@MED. WISC.EDU 

UW Comprehensive Cancer Center, University of Wiscornin-Madison Medical School 
406 Science Drive, Suite 202 Madison, WI 53711-1068 USA (608) 263-7662FAX: (608) 263-0259 

www.medsch.wisc.edu/painpolicy 
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1. WHAT WERE THE PROJECT'S OBJECTIVES AND HOW HAS THE 

PROJECT MET THEM IN TIDS YEAR? 

A review of the project's time-line demonstrates that all of the objectives 
proposed <luring the second year have been met in a timely fashion. 

Part 1: Policy Evaluation 

The "Annual Review ofNew State Pain Policies, 2001" (Annual Review 2001) 
currently is being prepared that summarizes all new or amended pain policies from the 
previous year, such as the adoption of intractable pain treatment acts and medical board 
regulations and guidelines on prescribing controlled substances for pain. The Annual 
Review 2001 will contain ( a) the cumulative trend of pain policies since 1980, and (b) a 
state-by-state listing, citation, summary, and commentary for each new policy in the 
previous year. 

Although we proposed to complete the Annual Review 2001 by the end of August 
2001, we have modified this objective so that it will be completed by the end of 
December to be able to evaluate all policies adopted in calendar 2001. As a result, the 
Annual Review will represent a full year, rather than a partial year of policy 
development. Once completed, the Annual Review will be made available on our 
website and will be distributed to key individuals and organizations such as health-care 
providers, patient advocacy groups, state cancer pain initiatives, state government pain 
commissions, state pain summit meetings and task forces, state legislatures, and medical 
boards. The first Annual Review was completed in December 2000 and is available on 
our website at: 

www.medsch.wisc.edu/painpolicy/publicat/Olppsgar/contents.htm 

We have compared state medical board policies adopted before and after the 
Federation of State Medical Board's "Model Guidelines for the Use of Controlled 
Substances for the Treatment of Pain" (Model Guidelines) compare to policies adopted 
subsequent to the Model Guidelines. The criteria used in "Achieving Balance in Federal 
and State Pain Policy: A Guide to Evaluation" guided the evaluation for this project. 
Policy language that met each criterion is being entered into an electronic database. We 
will analyze the extent that, when compared to "older" policies, "newer" policies contain 
language that is balanced, recognizing issues such as the medical use of controlled 
substances, addressing physicians' concerns about investigation, and accurate in the use 
of terminology. Analyses will be complete by the end of December 2001, and an article 
that describes the results will be written for publication. 

The PPSG continually updates electronic access to a complete database of state 
pain policies located on its down-loadable website. We obtained state pain policies by 
using our electronic legal database (Lexis, from "Lexis-Nexis Research Software") and 
by contacting state agencies. These policies include all relevant federal and state laws, 
regulations, and guidelines. The accuracy and completeness of this policy database is 
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assured through our current internal quality-control procedure and our regular monitoring 
of the policy environment. 

Part 2: Empirical Research 

PPSG staff updates its database regarding the abuse and medical use of opioid 
analgesics. Abuse data are collected from the Drug Abuse Warning Network (DAWN) 
of the Substance Abuse and Mental Health Services Administration (SAMHSA), and 
medical use data come from the Automation of Reports and Consolidated Orders System 
(ARCOS) of the Drug Enforcement Administration (DEA). Our previous research with 
these data demonstrated that the abuse of opioid analgesics was low and stable over time 
despite a substantial increase in their medical use. This article was published recently in 
the Journal of the American Medical Association. Efforts are being made to monitor 
these data to evaluate possible significant changes in their trends in recent years. 

Part 3: Communications 

A major purpose of this grant is to increase awareness of pain policy issues and to 
support the efforts of individuals and organizations in government and health care to 
evaluate and improve policies that affect pain management. We proposed to accomplish 
this goal through several means, including proactive communication of the products from 
this grant to a broad range of individuals and groups, using means in addition to the 
ordinary channels of publishing articles in journals. We proposed to: ( 1) maintain the 
PPSG website as a source of pain policy information for the public, and (2) provide rapid 
and efficient technical assistance and dissemination of information. PPSG established a 
Communications Team to guide efforts to accomplish this objective. More detail is 
available in our response to Question 5; a summary of the accomplishments follows. 

(1) Website: The Team implemep.ted a number of improvements to the website, including 
a enhanced home-page and site guide, addition of the full text of many new state pain 
policies, and addition of new links to the site (see Bibliography). Utilization of the site 
has continued to increase, with approximately 5,800 users per month and a total of about 
28,000 hits on our website over the five-month period for which data were available. 

(2) Technical assistance and dissemination of information: The PPSG has provided 
extensive information and assistance to a variety of government and non-government 
organizations about how to have balanced pain policy, including guidance about how to 
respond to pain medication abuse and diversion. Such individuals and organizations 
include the state of Florida division of pharmacy services and the University of Florida, 
the New Mexico Attorney General, and a joint committee of three national associations. 
the American Pain Society, the American Society of Addiction Medicine, and the 
American Academy of Pain Medicine. 

(a) Representatives of the U.S. Drug Enforcement Administration 
contacted the PPSG in March, 2001, to explore the development of a pain 
forum about the need for a balanced response to the extensive media 
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attention surrounding OxyContin® in order to prevent states from taking 
draconian measures to control drug diversion and abuse. Subsequently, 
the PPSG collaborated with Last Acts and the American Pain Society, in 
conjunction with Burness Communications, to organize several meetings 
of an ad hoc pain forum to explore the issues and to develop a joint 
consensus statement. The consensus statement, which was endorsed by 
the DEA and 21 health-care and pain organizations, including the 
American Cancer Society and the American Medical Association, was 
released at a national press briefing on October 23, 2001. 

(b) Following the technical assistance provided to the Michigan Cancer 
Pain Initiative and the Michigan Commission on End-of-Life Care, Wayne 
State University sponsored a conference to report the results of the 
Commission, which made extensive use of information and input from 
PPSG. David Joranson was invited to present an analysis of the 
recommendations from the report and how these would improve Michigan 
policy on end-of-life care compared with the rest of the country. 

(c) The PPSG was invited by the American Cancer Society (ACS) to 
participate in their meeting of the Cancer Pain Management Policy 
Review Group. The purpose of this meeting was to assist in developing 
an ACS policy statement in response to the abuse and diversion of pain 
medications and to ensure that medical practice and patient care are not 
compromised. The PPSG provided subsequent technical assistance in the 
drafting of the ACS policy. 

(d) Last Acts invited David Joranson to serve as a member of the Provider 
Education Committee, which is a standing committee of the Last Acts 
organization. 

As interests in pain management and end-of-life care expand, coupled with the 
substantial media attention surrounding OxyContin® abuse and diversion, requests for 
our assistance and for providing information sometimes exceed our capacity to respond 
(and still accomplish our other work under the grant). The recent policy environment 
relating to pain management and opioid analgesics is becoming increasingly dynamic. 
Such policy activity involves multi-disciplinary collaboration with various government 
and non-governmental organizations. We developed an electronic data collection form, 
as well as a procedure to use it in order to assure we capture the full extent of our 
technical assistance efforts. 

Within the last year, the PPSG Communications Team continued to utilize a 
strategy for publicizing articles to be published in major journals and other PPSG 
documents. The strategy consists of two components: (1) to ensure that the article and 
the electronic notification was clear about the message, and (2) to disseminate this 
message to our main audiences, including health-care professional groups, government, 
and the public. As a result of this dissemination strategy, we have received numerous 
compliments regarding our products and publications. 
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2. WHAT INTERNAL CHALLENGES WERE ENCOUNTERED DURING TIDS 

YEAR THAT ARE RELATED TO THE PROJECT'S DESIGN, 

COLLABORATIONS, STAFFING, OPERATIONS, OR OTHER PROJECT 

FACTORS? 

During the last year, we encountered several internal challenges. The Pain & 
Policy Studies Group (PPSG) was asked to move its office to another location in June 
2001. This move necessitated about two weeks of down time because of preparing for 
the move and subsequent computer network reconfiguration at the new location. 

During this time, we transitioned our computer and technical needs from an in­
house staff member to a contract for computer information support services. Our 
decision to contract for an off-site computer network was based on our cost-benefit 
analysis and necessitated release of the staff member who provided computer and 
technical support. 

After one-and-a-half years of employment, our Communications Specialist, 
Jessica Nischik, moved away from Madison, WI. We are seeking to employ someone to 
help us to communicate our work and our message about balanced policy. With the 
exception of the office move, these changes were unanticipated but have nol significantly 
impacted the PPSG's ability to achieve its goals of policy evaluation, communications, 
and technical assistance. We have addressed these challenges and believe we are making 
a successful transition. 

3. WHAT CHALLENGES OR SUCCESSES WERE CAUSED BY FACTORS 

EXTERNAL TO THE PROJECT? 

The most significant external challenge encountered by this project was the vast 
media, professional, and governmental attention to the abuse and diversion of 
OxyContin®. We experienced an increase in the requests for technical assistance for 
health-care professionals, regulators, policy makers, and members of the media. In order 
to more directly address the need for a balanced response, the PPSG engaged directly 
with the U.S. Drug Enforcement Administration (DEA) to hold a series of meetings to 
bring together members of national health-care and regulatory organizations. The 
purpose of the meetings was to develop a joint consensus statement emphasizing the need 
for a balanced approach to diversion and abuse of opioid pain medications so that efforts 
to address diversion do not interfere with medical practice and patient care. The joint 
consensus statement was developed and endorsed by the DEA and 21 professional health­
care and pain-related organizations, including the PPSG, the American Medical 
Association, the American Cancer Society, and the American Phannaceutical 
Association. Appointment of DEA Chief Asa Hutchinson delayed the press briefing until 
October 2001. In addition, PPSG staff members have been frequently requested to make 
presentations about issues relating to the abuse, diversion, and medical availability of 
opioid analgesics when treating pain. We have received many requests for updating and 
publishing information related to the recent medical use and abuse of Schedule II opioid 
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• 
analgesics. Rather than providing unpublished raw data, and to avoid misinterpretations, 
efforts are now underway to develop a grant proposal to fund this project, as well as other 
projects that have become important as a result of escalating concerns about the abuse 
and diversion of pain medications. This increased demand has strained the resources of 
our staff, but has given us the opportunity to mediate the potential negative effects of this 
issue. 

The Oxycontin controversy has also resulted in an increase in the interest in and 
utilization of our products. For example, the frequency of PPSG website hits has 
continued to increase throughout the last year, and demand for the Evaluation Guide lead 
to a second printing of 100 copies. 

4. IF YOU ARE WORKING IN COLLABORATION WITH OTHER 
ORGANIZATIONS, OR DEPEND ON OTHER ORGANIZATIONS OR 

INSTITUTIONS TO MEET THE OBJECTIVES OF Tms PROJECT' HOW ARE 

THOSE RELATIONSHIPS WORKING? 

The PPSG relies on data from two organizations to support our study of medical 
consumption and abuse of opioid analgesics: the Drug Enforcement Administration 
(DEA) and the Substance Abuse and Mental Health Services Administration (SAMHSA). 

We request the consumption data for individual opioid analgesics directly from 
the DEA Targeting and Analysis Unit of the Office of Diversion Control, which has been 
extremely responsive to our various requests. The Unit continues to provide us with both 
hardcopy and disk-copy of the Automation of Reports and Consolidated Orders System 
(ARCOS) data on which our analysis of consumption is based. We currently have 
ARCOS data through the year 2000. 

The data for abuse of opioid analgesics come from the Drug Abuse W aming 
Network (DAWN), which is an annual report of SAMHSA within the U.S. Department of 
Health and Human Services. As a result of feedback from DAWN users, including the 
PPSG, staff members at SAMHSA are in the process of re-designing the DAWN report 
to make it more user-friendly and pharmacologically correct. As a result, the current 
PPSG in-house database will need to be slightly revised and updated to reflect the 
changes. Following this, routine data collection and maintenance will be continued. Our 
ongoing relationship with SAMHSA staff is very good. We routinely request and receive 
data from SAMHSA that is more detailed than is available on the website reports. As an 
example of our close collaborative relationship, we were recently advised by our contact 
that the 2000 Emergency Department data (officially released in August) will be revised, 
and the final revised version will become available in late 2001 or early 2002. This is a 
key piece of infonnation as it impacts our internal timeline for drafting and completing 
the updated article on medical use and abuse of opioid analgesics. 

Finally, our collaboration with the American Alliance of Cancer Pain Initiatives 
(AACPI) continues to be positive and serves as an effective communications channel for 
our products to the AACPI audience. We have also been please with our collaborations 
with Last Acts, and Midwest Bioethics and their Community-State Partnerships on End­
of-Life Care. 
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5. WHAT HA VE BEEN THE PROJECT'S KEY COMMUNICATIONS 

ACTIVITIES DURING THE PAST YEAR? 

PPSG Website 

The PPSG website has been in service since July 1997. In the past five months1
, 

the website has averaged 28,178 hits and visits by an average of 5,862 users per month 
from around the world. 

Until June, 2001, the website was maintained by the PPSG's Information 
Technology Manager. Beginning July, 2001, responsibility for maintaining and 
expanding the website was assumed by Martha Maurer, Policy Analyst. Maintaining the 
website involves updating an interactive data-base of policies adopted by state and 
national boards, legislatures and organizations, adding the new policies as hypertext 
markup language (HTML) documents, periodically checking website links to insure that 
they are current and functional, and making any necessary changes to the fonnat of 
website pages. During this time, PPSG staff met to consider reformatting the "top pages" 
(see below) of the website. Several modifications were made to increase the format 
consistency of the pages within the website and to improve the descriptions of our 
products and instructions to users, all of which will ultimately enhance user navigability. 
Monthly reports continue to be generated to track the number of website hits and users 
and to determine the policy documents that are viewed most often by these users. The 
website e-mail account is also checked weekly for user feedback, which is then either 
answered by the Policy Analyst that maintains the website, or is directed to the proper 
PPSG staffmember(s). 

During the grant period there were nine new policies enacted to address the use of 
controlled substances for pain management. These policies were adopted by state 
legislatures, state medical boards, state pharmacy boards, state nursing boards, and 
national organizations. These policies were obtained by our policy analysts and 
converted to WordPerfect format either by typing or scanning a hard copy, or converting 
an already-extant electronic document in another file format. They were then converted 
to HTML documents, formatted in the style of other PPSG website documents, and then 
uploaded to our website. 

The article, "Pharmacists' Knowledge and Attitudes Towards Opioid Pain 
Medications in Relation to Federal and State Policy," which was published in the Journal 
of the American Pharmaceutical Association, was made available on the PPSG website in 
three different formats. The first of these is the full text in Adobe Acrobat PDF format, 
which users can open and view on their browsers. The second is an interactive PDF 
version of the document that permits users to view any particular section of the document 
without having to wait for the entire file to download. The third way is an interactive 
HTML version of the document that can be viewed using virtually any web browser. 
This interactive HTML version also permits the viewer to see any part of the document 
without having to wait for the entire document to download. Additional options that the 

1 Due to a computer problem during the first three months of 2001, we are reporting average website 
activity using information between April and August, 2001. 
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viewers have are: download a self-extracting version of the entire document or to submit 
a request for a free hard copy. 

Index of PPSG website "top'' pages: 

• Home-Page 
• About the PPSG 
• U.S. Pain Policy Resources 
• Data-base of Statutes, Regulations, and Other Governmental Policies 
• International Pain Policy Resources 
• Bibliography of PPSG Publications 
• Related Links 
• Glossary 

Other Communication Efforts 

In addition to the activities relating to the website and technical assistance mentioned 
under Question 1, the following description provides further information about key 
activities. Complete infonnation about the communication activities is available in the 
bibliography. 

Pain Forum. The PPSG collaborated with the U.S. Drug Enforcement Administration 
(DEA) to hold a series of meetings to bring together members of national health-care and 
regulatory organizations. The purpose of the meetings was to develop a joint consensus 
statement that emphasizes the need for a balanced approach to diversion and abuse of 
opioid pain medications so that efforts to address diversion do not interfere with medical 
practice and patient care. The joint consensus statement was developed and ultimately 
endorsed by 21 professional health-care and pain-related organizations. Appointment of 
DEA Chief Asa Hutchinson delayed the press briefing until October 2001. 

PPSG Brochure. In cooperation with a graphics design group, the Communications 
Team developed a brochure describing the PPSG's vision, mission, national and 
international projects, information about our websites. This brochure has been included 
in all mailings and continues to be distributed at state, national, and international 
conferences. 

Publicity for the article published in the Journal of the American Pharmaceutical 
Association. We believe that we were successful in reaching our key audiences: We 
mailed a copy of the article and press release directly to all state medical and phannacy 
boards and state medical societies; we notified a large number of individuals and 
organizations via an e-mail broadcast of the availability of the article on our website; the 
article and its press release are on our website are frequently accessed by users; there 
were (and continue to be) numerous placements in media aimed at the public 
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• 
Publicity for the "Annual Review of State Pain Policies, 2000" Key audiences were 
successfully targeted in the dissemination of this report: We mailed a printed copy of the 
document directly to all state legislative librarians, state medical societies, state medical 
boards, the state cancer pain initiatives in the states with policy changes as well as other 
key individuals. We notified a large number of individuals and organizations via an e­
mail broadcast of the availability of the document on our website. Recipients of this e­
mail notification include the Liaison Committee on Pain and Addiction, the Community­
State Partnerships on End-of-Life Care, the National Association of Drug Diversion 
Investigators Prescription Drug Abuse listserve, the OncoPain listserve, the Last Acts 
Discussion listserve, the State Cancer Pain Initiatives listserve, the Project on Pain 
Management and Chemical Dependency listserve, and to other professionals interested in 
pain management policy. This document was also listed in the Last Acts Policy 
Newsletter, Innovations in End-of-Life Care. 

Continued dissemination of"Achieving Balance in Federal & State Pain Policy: A Guide 
to Evaluation." Due to high demand for this document, 100 reprints were made. There 
was a second e-mail notification of its availability to academic leaders, pain management 
advocates, newsletters, professional societies and listserves. In addition, hard copies of 
this document continue to be requested through the PPSG website. 

Presentations at national conferences. PPSG provided presentations on trends and issues 
in pain policy to participants at a number of conferences sponsored by national 
organizations. Among these were the Pain Management and Chemical Dependency 
conference, National Association of Boards of Pharmacy annual meeting, American 
Alliance of Cancer Pain Initiatives national meeting, American Cancer Society's Pain 
Management Policy Review Group, National Association of State Controlled Substances 
Authorities, and American Society of Law Medicine & Ethics meeting. A complete list 
is included in the bibliography. 

6. WHAT ARE THE PROJECT'S OTHER SOURCES OF SUPPORT? 

This project has no other sources of support. The other activities of the group are 
international projects related to our status as the World Health Organization 
Collaborating Center for Policy and Communications in Cancer Care. 

Office space for the Pain & Policy Studies Group (PPSG) and this project is provided 
by the Medical School of the University of Wisconsin-Madison, the costs of which the 
PPSG must pay a larger share each year. 
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7. WHAT ARE YOUR PLANS FOR nm PROJECT NEXT YEAR? 

The third year of our grant will involve the continuation of many activities 
conducted during the second year, as weJJ as those scheduled to end in 2002. 

Part l: Policy Evaluation 

We will publish an "Annual Review of New State Pain Policies, 2002" (Annual 
Review 2002) to demonstrate policy change through to the end of the grant. We will 
need to monitor the frequency of adoption of new intractable pain treatment policies, as 
well as regulations and medical board policies that relate to the use of controlled 
substances for pain. The Annual Review 2002 will be made available on our website and 
will be distributed to key individuals and organizations such as health-care providers, 
patient advocacy groups, state cancer pain initiative, state government pain commissions, 
state pain summit meetings and task forces, state legislatures, and medical boards. 

The PPSG will update its electronic database of state pain policies, including the 
most recent relevant federal and state laws, regulations, and other governmental policies. 

We will complete the second of two proposed evaluations of medical board pain 
guidelines. This second analysis will compare Federation of State Medical Board's 
"Model Guidelines for the Use of Controlled Substances for the Treatment of Pain" 
(Model Guidelines) to those policies adopted by state medical boards subsequent to the 
Model Guidelines. An effort will be made to evaluate the extent that, when compared to 
the Model Guidelines, "newer" policies contain language that is balanced in recognizing 
the medical use of controlled substances, is more direct in addressing physicians' 
concerns about investigation, and is more accurate in the use of terminology. 

We will also publish a report to describe changes in federal and state medical, 
pharmacy, and controlled substances policy that have been adopted prior to the end of 
January 2002. 

Part 2: Empirical Research 

PPSG staff will further update its database with the most recent data regarding the 
abuse and medical use of opioid analgesics. Abuse data will be collected from the Drug 
Abuse Warning Network (DAWN) of the Substance Abuse and Mental Health Services 
Administration (SAMSHA), and medical use data will come from the Automation of 
Reports and Consolidated Orders System (ARCOS) of the Drug Enforcement 
Administration (DEA). We will monitor these data to evaluate possible significant 
changes in their trends in recent years. 

Part 3: Communications 

The Communications Team plans a number of activities to improve the visibility and 
understanding of the work done by the PPSG. The PPSG will continue to collaborate 
with a senior communications consultant, Ms. Renie Schapiro, to assist in the 
development of its communications strategy. We will designate the staff member who 
replaces Ms. Jessica Nischik as Communications Coordinator. This person will continue 
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to coordinate our communication and dissemination activities and will serve as a member 
of our policy evaluation team. 

PPSG will disseminate the second "Annual Review of State Pain Policies, 2001" to a 
wide audience of individuals and organizations in government and health care. We will 
mail a printed copy of the document directly to all state legislative librarians, state 
medical societies, state medical boards, the state cancer pain initiatives in the states with 
policy changes, as well as other key individuals. We will notify a large number of 
individuals and organizations via an e-mail broadcast of the availability of the document 
on our website. Recipients of this e-mail notification will include the Liaison Committee 
on Pain and Addiction, the Community-State Partnerships on End-of-Life Care, as well 
as the National Association of Drug Diversion Investigators Prescription Drug Abuse 
listserve, the OncoPain listserve, the Last Acts Discussion listserve, American Alliance of 
State Cancer Pain Initiatives listserve, the Project on Pain Management and Chemical 
Dependency listserve, and to other professionals interested in pain management policy. 

The Communications team is planning dissemination strategies for each of the 
articles it will publish in the coming year. These strategies will ensure that the message 
is clear, and will make use of press coverage, targeted mailings, e~mail broadcast 
notification, website placement and possible national news coverage. The articles 
include: 

Gilson AM, Joranson DE. "U.S. Policies Relevant to the Prescribing of Opioid 
Analgesics for the Treatment of Pain in Patients with Addictive Disease." 
Clinical Journal of Pain (in review). 

Gilson AM, Joranson DE, Maurer MA, Ryan KR A Comparative Analysis of 
State Medical Board Policies Relating to the Use of Controlled Substances for the 
Treatment of Pain." journal not yet specified. 

Joranson DE, Carrow GM, Ryan KM, Schaefer L, Gilson AM, Good P, Eadie J, 
Peine S, Dahl JL. "Pain Management and Prescription Monitoring." Journal of 
Pain and Symptom Management (in press). 

Joranson DE, Gilson AM. "Federal and State Policy Issues in the Use of Opioids 
for Treatment of Pain in Patients who Abuse Controlled Substances." Principles 
of Addiction Medicine (Third Edition). 

Joranson DE, Gilson AM, Dahl JL, Haddox JD. "Pain Management, Controlled 
Substances, and State Medical Policy: A Decade of Change." Journal of Pain 
and Symptom Management (in press). 
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• 
8. How DO YOU ASSESS THE NPO's ROLE IN YOUR GRANT? 

We appreciate the Robert Wood Johnson Foundation's support of this project and the 
very natural flow of information and expression of ideas and issues between the staff 
members of the PPSG and the staff ofRWJ. The Last Acts program and the Midwest 
Bioethics Center has been very helpful in providing input and with the dissemination of 
information. We especially appreciate working with Last Acts and Partnerships in Caring 
to organize the meeting to bring together the regulatory and pain management 
communities. 

9. How LONG HA VE YOU SERVED AS PROJECT DIRECTOR? 

David E. Joranson, MSSW has served as the Director of the Pain & Policy Studies 
Group since it's inception in 1996. He has served as director of this project for the life of 
the proposal. 
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* Joranson DE, Gilson, AM. "Pharmacists' Knowledge and Attitudes About Opioid Pain 
Medications in Relation to Federal and State Policy." Journal of the American Pharmaceutical 
Association. 41(2): 213-220, 2001. 
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Wisconsin (May/June 2001) pp 4-10. (published previously in J Am Phann Assoc. 2001;41: 
213-20) 

*Joranson DE, Nischik JA. "The Pain & Policy Studies Group: Past, Present, and Future" 
Forum- North Carolina Medical Board. No 2, p 9, 2001. 
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Brochures and Fact Sheets 

* "Definitions related to the Use ofOpioidsfor the Treatment of Pain"; A concenses document 
from the American Academy of Pain Medicine, the American Pain Society, and the American 
Society of Addiction Medicine, 2001. 

* "Promoting Pain Relief and Preventing Abuse of Pain Medication: A Critical Balancing Act"; 
A joint statement from 21 Health Organization and the Drug Enforcement Administration, 2001. 

*"Pain & Policy Studies Group: Promoting pain relief through balanced public policy and 
communications." The Pain & Policy Studies Group, 2001. 

Sponsored Workshop 

*"Pain, Controlled Substances and Pharmacy in Wisconsin," February 23, 2001, UW Hospital 
and Clinics. Attended by 6 professors, pharmacists, and leaders of the Phannacy Society of 
Wisconsin. 

Presentations and Testimony 

* Aaron M. Gilson provided a series of presentations entitled "Pain management and drug abuse: 
Incidence, effects on practice, and possible solutions" to various health-care organizations in 
Milwaukee, WI between August 2000 and June 2001. 

David E. Joranson, "Trends and issues in pain-related policies: laws and state medical board 



P-43071 _ 00142

guidelines," at Contemporary Concepts in Cancer Pain: Tenth Annual Conference of the 
Pennsylvania Cancer Pain Initiative, Pennsylvania Cancer Pain Initiative, September 23, 1999. 

David E. Joranson, "Testimony of David E. Joranson," at the U.S. Senate Hearing on Pain 
Management and Improving End of Life Care, October 13, 1999, Washington D.C., Requested 
by Senator Edward Kennedy, October 1, 1999. 

David E. Joranson, "Trends and issues in state pain policy," at Health Care and Law in the New 
Millennium: Patients' Rights at the Forefront, the American Association of Nurse Attorneys, 
October 22, 1999, Denver, Colorado. 

David E. Joranson, "Evaluation of state pain policy: is it balanced?" at Pain Management: 
Medical, Legal and Ethical Issues, Baystate Health System Office of Continuing Education, 
November 10, 1999, Holyoke, Massachusetts. 

David E. Joranson, "Guidelines, trends and issues in the state pain-related policy," at the 21 st 

Annual Cancer Symposium: Palliative Issues and Supportive Care in the Cancer Patient, 
Northwest Community Hospital, November 13, 1999, Arlington Heights, Illinois. 

David E. Joranson, "Improving Pain Management Strategies," at Technical Consultation for the 
Life Project, Kansas Community State Partnership, December 14, 1999, Kansas City, Kansas. 

David E. Joranson, "Overview of regulatory history," at Chronic Pain: Medical Management and 
Regulatory Issues, North Broward Hospital District, April 8, 2000, Pompano Beach, Florida. 

David E. Joranson, "Controlled substances: opioids for chronic pain and the anxious physician," 
at the Pain Management Seminar, Purdue Pharma L.P., April 18, 2000, Des Moines, Iowa. 

David E. Joranson, "Progress and issues in pain policy," at Continuing Education in Pain 
Management, VA Hospital, May 4, 2000, Northport, New York. 

David E. Joranson, "Developments in national and state policies affecting pain management: 
national update on policies and legislation," at the 11th National Meeting for State Cancer Pain 
Initiatives, American Alliance of State Cancer Pain Initiatives, June 16, 2000, Kansas City, 
Missouri. 

David E. Joranson, "Is It Safe to Prescribe Opioids?," at Pain Management for the Primary Care 
Clinician, American Pain Society, September 15, 2000, Chicago, Illinois. 

David E. Joranson, "Regulatory Bruriers to Pain Management and National Cancer Center 
Control Policy," at Roundtable Discussion on Quality of Life for Cancer Survivors, National 
Cancer Legislation Advisory Committee, October 2 - 3, 2000, Washington, DC. 

David E. Joranson, "A Report Card on State Initiatives Involving Pain Management," at the 16th 

Annual Educational Conference, The National Association of State Controlled Substances 
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Authorities, October 31 - November 4, 2000, Louisville, Kentucky. 

David E. Joranson, served as moderator for Tri-State Pain Summit on Regulatory Issues, 

Shenandoah Pain Project & Pain Relief/USA, Inc., November 6, 2000, Winchester, Virginia. 

David E. Joranson, "Pain Management: Risk Assessment and Legal Concerns," at End of Life 

Decision Making: What Have We Learned Since Cruzan?, American Society of Law, Medicine 
& Ethics, November 17 - 18, 2000, Kansas City, Missouri. 

David E. Joranson, "Practical Issues for Regulators," at the Fourth Conference on Pain 

Management and Chemical Dependency, December 7 - 9, 2000, Washington, DC. 

David E. Joranson, "Opioid Therapy: Medico/Legal Issues," at American Academy of Pain 
Medicine's 17th Annual Meeting with Comprehensive Review Course, February 15 - 18, 2001, 
Miami, Florida. 

David E. Joranson, "Analgesic Regulatory Affairs," at the 20th Annual Scientific Meeting, 
American Pain Society, April 19 - 22, 2001, Phoenix, Arizona. 

David E. Joranson, served as moderator at Pain Forum Meeting with Drug Enforcement 
Administration, April 23 - 24, 2001, Chicago, Illinois. 

David E. Joranson, "The Last Link in the Chain: Results of a survey of Wisconsin Pharmacists," 
at Phannacy Society of Wisconsin Educational Conference, April 27, 2001, Madison, Wisconsin. 

David E. Joranson, "Opioids and the Law," at National Association of Boards of Pharmacy 97 th 

Annual Meeting, May 5 - 9, 2001, Seattle, Washington. 

David E. Joranson, "Pain Management Standards: Their Role in Improving the Quality of Care," 
at American Geriatric Society, May 12, 2001, Chicago, Illinois. 

David E. Joranson, "Building a Regulatory Agenda in the CPI Movement," at the 12th National 

Meeting for State Cancer Pain Initiatives, American Alliance of Cancer Pain Initiatives, June 14 
- 16, 2001, Madison, Wisconsin. 

David E. Joranson, "Stopping Abuse of Pain Medications, A Critical Balancing Act," at Pain 
Forum II, Drug Enforcement Agency, July 11, 2001, Chicago, Illinois. 

David E. Joranson, "Relieve Pain, Prevent Diversion," at American Cancer Society's Cancer Pain 
Management Policy Review Group, American Cancer Society, July 20, 2001, Washington, DC. 

World Wide Web Sites 

www.medsch.wisc.edu/painpolicy 
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Provides full text of individual state pain policies and pain related federal policies, links to other 
pain organizations, a glossary of terms and full text of articles published by the PPSG. Madison, 
WI: Pain & Policy Studies Group. Estimated 5,862 visits per month. 

Press Kits and News Releases 

A news release on the Journal of the American Medical Association article "Trends in Medical 

Use and Abuse of Opioid Analgesics", mailed by JAMA on March 30, 2000 to 1500 reporters 
nationally. Also accessible to over 2,000 domestic and international journalists through 
"Eurek.Alert!" (a Web site for journalists maintained by the American Association for the 
Advancement of Science). 

A news release on the Journal of the American Medical Association article "Trends in Medical 

Use and Abuse of Opioid Analgesics", mailed by the PPSG on April 1, 2000 to 413 state medical 
societies, state medical boards, state boards of pharmacy, attorney generals, grant advisors, 
academic leaders and pain management advocates. One hundred sixty-six academic leaders, pain 
management advocates, newsletters, professional societies and listserves were notified through 
email. 

* An e-mail news release on the "Annual R~iew of State Pain Policies 2000" was broadcasted 

to 173 academic leaders, pain management advocates, newsletters, professional societies and 
listserves on March 16, 2001. 

* An e-mail news release on "Achieving Balance in Federal and State Pain Policy: A guide to 
Evaluation " was broadcasted to 1 73 academic leaders, pain management advocates, newsletters, 
professional societies and listserves on March 16, 2001. 

* An e-mail news release on the Journal of the American Pharmaceutical Association article 
"Phannacists' Knowledge and Attitudes about Opioid Pain Medications in Relation to Federal 

and State Policy" article was broadcasted to 173 academic leaders, pain management advocates, 
newsletters, professional societies and listserves on April 3, 2001. 

Print Coverage 

"States are relaxing rules on painkillers: Improving care at the end of life," in The States, May 
1999. 

"Web Site Offers Pain Management Policy Information," in the Oregon State Board of Pharmacy 
Newsletter, August 1999. 

"Can doctors put their fears to rest?" in Medical Economics, February 21, 2000. 

"Highlight: The Pain & Policy Studies Group (PPSG)," in ASPMN Pathways, March/April 2000. 

"More opiates used to treat severe pain," in Reuter '.s- Health Information, April 4, 2000. 



P-43071 _ 00145

"Abuse of opioid painkillers by patients is uncommon, study finds," in Oncology Times, April 5, 
2000. 

uHigh use of narcotic painkillers is not linked to abuse," in The Oregonian, April 5, 2000. 

"Study finds drugs for pain not abused: Results support efforts to manage pain in people with 
long-term illnesses," in The Milwaukee Journal Sentinel, April 5, 2000. 

"Study: Narcotic abuse may be overstated," in Wisconsin Week, April 5, 2000. 

"Less pain means gain for medical treatment," in The Daily Oklahoman, April 11, 2000. 

"Silent suffering," in TIME Magazine, April 17, 2000. 

"Study shows lower rates of opioid abuse," in The Badger Herald, April 18, 2000. 

"Timely tidbits for April," in Media Tactics, April/May 2000. 

"Increasing use of opioid analgesics has not exacerbated addiction," in The Brown University 
Digest of Addiction Theory and Application, May 2000. 

"Study: More Patients Resorting to Alternative Therapies," in the Dayton Daily News, May 9, 
2000. 

"As pain medication use increases, abuse remains low," in Medical Directions, Summer 2000. 

"Literature abstracts," in The Network News, Summer 2000. 

"Opioid analgesia: Medication use not linked to drug abuse," in the APhA Drug Info Line, June 
2000. 

"Pain treatment and drug abuse, apparently unconnected," in The New York Times, July 18, 2000. 

*"Literature abstracts" in The Network News (Published by Memorial Sloan-Kettering Cancer 
Center) Summer 2001, Volume 13 

* "Use of Narcotic Pain Medication Remains Low as Medical Use Increases" in PCS Newsletter: 
News for Fellows of the Philippine College of Surgeons, August 2000. 

* "Improving Pain Management" in Prescriber's Letter, Vol. 7, No. 9 September 2000. 

* "Triplicate prescription forms in Maine" in Bangor Daily News, September 28, 2000. 

* "Patient danger seen in druggist 'conscience' bill" in The Capital Times, April 30, 2001. 
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* "Pain Management Policies: An Evaluation" in State Health Notes, Vol. 21, Number 336, 

November 6, 2000. 

* "Drug Diversion and Dependency" in Journal of the Pharmacy Society of Wisconsin, Nov/Dec 
2000. 

* "New Pain Policy Evaluation Guide" in Your Last Acts Partner Letter, November-December 
2000. 

*"Regulatory Update" in Cancer Pain Forum, Winter 2000, Issue 2. 

* "Treating pain is no simple matter" in The Milwaukee Journal Sentinel, January 8, 2001. 

* "Spotlight on the Pain & Policy Studies Group" in The Pain Connection: the Nelvsletter of the 
American Pain Foundation, Spring 2001. 

* "Playing with Pain Killers" in Newsweek, April 9, 2001. 

* "Study Evaluates Pharmacists' Knowledge of Attitudes Toward Pain Medication Dispensing" in 

Nation Boards of Pharmacy Newsletter, July 2001. 

* "Program Highlights" in University of Wisconsin Comprehensive Cancer Center Annual Report 
2000-2001. 

* "Champion of Change Dr. June Dahl: Her long fight for national pain management standards 
comes to fruition" in Quarterly~ The Magazine for University of Wisconsin Medical School Alumni 
and Friends, Vol 3, No 2, Spring 2001. 

* "Regulatory Attitudes Improve, But Fear of Opioid Use Continues" in The Quality Indicator: 
Physician Resource, April 2001. 

Radio Coverage 

AMA Radio, April 5, 2000. 

World Wide Web Coverage 

"Benefits from opioids outweigh risks, study says," www.cnn.com. 

"Drugs for pain management don't lead to abuse," www.;ointogether.org. 

"Examining opioid use: New hope for terminally ill patients," www.lastacts.org. 

"Good news on opioids: Use is up, abuse is down," https:l/webmd-practice.medcast.com. 
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"Increase in opioid analgesia does not necessarily mean increase in abuse," www.pslgroup.com. 

(listserve). 

"Increase in opioid analgesia does not necessarily mean increase in abuse," 
pain_ chem_ dep@peach.ease.lsoft.com (listserve ). 

"Increase in opioid analgesic use doesn't necessarily equate to increase in abuse," 
www.lastacts.org. 

"More opioid use for pain control does not increase drug abuse," https://webmd 
practice. medcast. com. 

"Narcotic pain killers don't raise risk of drug abuse: Prescriptions went up, drug abuse went 
down," www.webmd.com. · 

"New Guide on Federal and State pain Policy Now Available," Last Acts Policy Newsletter, vol 

1, issue 6 ( email newsletter). 

"Opioid use up but abuse waning: Wider availability does not lead to overuse, study finds," 
www.healthscout.com. 

"Pain meds do not increase drug abuse," www.soundpartners.org. 

"Study shows greater morphine-like prescriptions not causing greater abuse," wwtt'. wrn.com. 

"Study shows that abuse of narcotics remains low as medical use increases," www.lastacts.org. 

* "Nursing home patients' pain underestimated, officials say", in The Charleston Gazette 
Online, www.wvgazette.com. 

* "New Guide on Federal and State Pain Policy Now Available" in Last Acts Policy Newsletter 

- Volume 1, Issue 6, September 2000. 

* ''New Pain Policy Resource Available" in BoardNet News (Federation of State Medical Boards 
online newsletter, October 13, 2000. 

* " "PPSG Releases Annual Review of State Pain Policies 2000" in Last Acts Policy Newsletter­
Volume 2, Issue 2, February 2001. 

* "Abuse of powerful pain reliever rising" in The Round Up New Mexico State U (U-Wire), 
March 15, 2001. 

* "PPSG Annual Review of State Pain Policies Available" in AA CPI update, March 16, 2001 
(listserv e). 
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* "PPSG Study Reports on Phannacists and Pain Policy" in Last Acts Policy Newsletter-Volume 
2, Issue 4, April 2001. 

* "Regulatory Attitudes Improve, But Fear of Opioid Use Continues" in Premier Healthcare 
Resource, Inc., April 2001. 
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THE -RJBERTWCDJD .. 
JOHNSON 

April 29, 2002 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 
University of Wisconsin-Madison 
406 Science Drive, Suite 202 
Madison, WI 53711-1068 

FOUNDATION 

Reference: I.D. #036509 - Approval of Extension Request 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have reviewed your extension request for the period August 1, 2001, through 
January 31, 2002, and approve it through April 30, 2002. Enclosed is a copy of your 
financial reporting form with your approved budget of $176,665 for use when reporting 
expenditures for the above-mentioned period. 

Your final financial and narrative reports are now due May 31, 2002. 

Please review your approved budget. If projected expenditures will vary from the current 
budget, you should submit a budget revision request. Enclosed for your convenience is a 
copy of our Budget Revision Guidelines. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

r .~ I / 

th/U·v->--
Sophia Kounelias 
Financial Analyst 

/SXR 
Enclosures 

cc: Robert C. Andresen 
Rosemary Gibson 

Office of the Vice President and Treasurer 

Rome I and College Road East Posr Office Box 2316 Princernn, New Jersey 08543-2316 (609) 452-8701 
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- p AIN & POLICY LIES GROUP 

a-\, WHO Collaborating Center 
I!•"·• ·~ 
~~ Ii' for Policy and Communications ~-J in Cancer Care 

April 8, 2002 

Sophiea Kounelias 
Financial Analyst 
The Robert Wood Johnson Foundation 
Route 1 and College Road East 
P.O. Box 2316 
Princeton NJ 08543-2316 

Reference ID: #036509 
UW# 133 CW36 

Dear Ms. Kounelias; 

We would like to request a grant extension of our project entitled "Building Capacity to Promote 
Pain Policy Through Evaluation, Research and Communication". The current end-date is 
January 31. 2002. We would like to extend the end-date to April 30, 2002. The additional three 
months would allow us to complete the follow-up for a number of research projects and to 
prepare manuscripts for publication as discussed with Ms. Rosemary Gibson. 

As was discussed with Carolyn Williams, Research Program Manager for the project, we will 
prepare a separate budget and budget narrative for the extension period and forward it to you 
under separate cover. 

Thank you for your assistance with this matter. 

Sincerely, 

tr~~ 
David E. Joranson, Senior Scientist 
Director 

cc: Rosemary Gibson 
Carolyn Williams 
Mary Koscielniak 
Sandi Robins 

~£~ 
Research & Sponsored Programs 

UW Comprehensive Cancer Center• University of Wisconsin-Madison Medical School 
406 Smncc Dnve. Smte 202 Madison, WI 53711-1068 USA (608) 263-7662 FAX: (608) 26l0259 

www.rnrdsch.wisc.edu/painpol icy 



P
-43071 _ 00151

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)627-6416 

Page: 1 l 

FA: SXK PA: JMS PO: RG Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 3 

Revised: Apr-29-2002 

Item 

PERSONNEL 

Project Director 

Co-Director 

Project Advisor 

Project Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 

Outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel SUbtotal 

OTHER DIRECT COSTS 

Supplies 

Computer Supplies 

Duplicating/Printing 

Telephone 

Postage 

Service Agreements(s) 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

Approved Period l 
Budqet Amount 08/01-01/02 

24,435 

11,230 

3,031 

9,163 

12,732 

9,981 

6,848 

8,989 

5,964 

2,805 

31,998 

127,176 

933 

250 

2,864 

1,077 

750 

1,500 

3,250 

5,700 

16,324 

12,915 

Period 2 
1:12/02-04/02 

BXPBNDI'!'URES 

Period 3 

Grant Number: 036509 for [BOLJ 
Budget Period: Aug-01-2001 to Apr-30-2002 
Grant Period: Aug-01-1999 to Apr-30-2002 

Period 4 Period 5 Period 6 Total. Variance 

24,435 

11,230 

3,031 

9,163 

12,732 

9,981 

6,848 

8,989 

5,964 

2,805 

31,998 

127,176 

933 

250 

2,864 

1,077 

750 

1,500 

3,250 

5,700 

16,324 

12,915 

-Pct 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 -0 

0 

0 

0 

0 

0 

0 

0 

0 
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FINAHCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)627-6416 

Page: 2 f 

i 

FA: SXK PA: JMS PO: RG Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David 8. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 3 

Grant Number: 036509 for [EOL] 
Budget Period: Aug-01-2001 to Apr-30-2002 

Grant Period: Aug-01-1999 to Apr-30-2002 

Revised: Apr-29-2002 EXPENDITURES --

Item. Approved Period l 

CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

G_rand Tot11.l 

Budget Amo'Wlt 08/01-01/02 
20,250 

20,250 

176,665 

Period 2 
02/02-04/02 

Period 3 Period 4 Period 5 Period 6 Total Variance Pct 

20,250 

20,250 

176,665 

0 

-
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THE 4lt 
~BERTWGDD 
JOHNSON 

October 8, 2002 

Robert C. Andresen 
Administrative Officer 
Research and Sponsored Programs 
University of Wisconsin-Madison 
750 University A venue, 4th Floor 
Madison, WI 53706-1490 

FOUNDATION 

Reference: I.D. #036509 - Financial Report Received/No Payment 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your recent financial report, we note that you have overexpended the 
approved budget categories II Other Direct Subtotal II and "Personnel Subtotal" by more 
than 5 percent. Please submit a letter which explains these overexpenditures. 

Also, in reviewing the final status of this grant, we note that a letter of explanation 
was requested for the overexpenditures on the "Other Direct Subtotal" per our letter 
dated October 18, 2001. Please submit this outstanding letter of explanation to the 
Foundation. 

Cumulative expenditures as of April 30, 2002, have been $977,073. The Foundation has 
made payments to date totaling $761,573 leaving you a cash deficit as of April 30, 2002, 
of $215,500. We will release your final payment once the letters of explanations are 
received. Please submit these required letters by October 21, 2002. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

~)flu--
Sophia Kounelias 
Financial Analyst 

/SXK 

cc: David E. Joranson, M.S.S.W. 
Rosemary Gibson 

Office of the Vice Presidenr and Treamrer 

Route I and College Road East Post Office Box 2316 Princeton, New Jersey 08543•2.316 (609) 452-8701 
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University of Wisconsin-Madison 
Graduate School, Research 

September 24, 2002 

Sophia Kounelias 
Financial Analyst , 

I l SEP 2 4 2002 I 
FINANCIAL MONITORING The Robert Wood Johnson Foundation 

Route 1 and College Road East 
P. 0. Box 2316 
Princeton, N J 08543-2316 

In reply, please refer to 
UW Acct No. 133-CW36 

RE: Grant # 036509 

Dear Ms. Kounelias: 

Enclosed is the final financial report for Year 3 on the above-referenced 
grant for the period February 1, 2002 through April 30, 2002 under the 
direction of David Joranson in the Pain and Policy Studies Group at the 
University of Wisconsin-Madison. 

Total expenditures for this project were $977,070.35. The total award 
amount was $998,000.00. The University of Wisconsin has received 
$761,573.00 from the Robert Wood Johnson Foundation for this grant. Once 
our final report has been reviewed, would you please release the final 
payment of $215,497.35. 

Thank you for your support of this project. If you have any questions 
regarding this report, please contact me at 608/262-9028. 

Enclosure 
Cc: Joranson, David - Med Sehl Pain Study 

Kline, Janet - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

Sincerely, 

~ (}~ Mara,/_ Koscielniak 
Ac~'jfn~ant 

s 

400 A.W. Peterson Building 
750 University Avenue 
Madison, WI 53706-1490 

Telephone (608) 262-3822 
Fax (608) 262-5111 

Home Page http://www.rsp.wisc.edu 



P
-43071 _ 00155

FA: SXK PA: JMS PO: RG 
Project Director. David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 3 
Revised: Apr-29-2002 

Item 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Res Program Manager 
Info Processing Cons 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Office Assistant 
Fringe Benefits 

Personnel Subtotal 
OTHER DIRECT COSTS 
Supplies 
Computer Supplies 
Duplicating/Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSUL TANT/CONTRACTUAL 
Cons/Contrct Subtotal 

Grand Total 

Approved 
Budget Amount 

24,435.00 
11,230.00 
3,031.00 
9,163.00 

12,732.00 
9,981.00 
6,848.00 
8,989.00 
5,964.00 
2,805.00 

31,998.00 
127,176.00 

933.00 
250.00 

2,864.00 
1,077.00 

750.00 
1,500.00 
3,250.00 
5,700.00 

16,324.00 
12,915.00 

20,250.00 

176,665.00 

l [j,j 1 ~LtUhvt) JJ-F~ , 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: {609) 452-8701 Fax: (609) 452-9564 

UW Account #133..CW36 

EXPENDITURES 
Period 1 

8101 -1102 

28,300.40 
11,962.44 
3,095.62 
9,774.73 
9,845.49 
5,119.29 
7,549.49 
5,625.00 
8,304.92 
2,012.76 

29,733.09 
121,323.23 

926.00 
270.00 

2,586.54 
1,206.71 

750.00 
716.25 

3,380.06 
7,408.91 

17,244.47 
12,471.09 

151,038.79 

Period 2 
2/02 -4102 

14,075.43 
6,147.05 

4,860.51 
6,103.65 

3,911.25 
3,375.00 
4,088.58 

877.72 
14,340.65 
57,779.84 

2,559.94 

2,559.94 
5,430.58 

2,000.00 

67,770.36 

Grantee: University of Wisconsin-Madison 
Grant Number. 036509 for (EOL) 
Budget Period: Aug-01-2001 to Apr-30-2002 
Grant Period: Aug-01-1999 to Apr-30-2002 

Total Variance 

42,375.83 (17,940.83) 
18,109.49 (6,879.49) 
3,095.62 (64.62) 

14,635.24 {5,472.24) 
15,949.14 (3,217.14) 
5,119.29 4,861.71 

11,460.74 (4,612.74) 
9,000.00 (11.00) 

12,393.50 (6,429.50) 
2,890.48 (85.48) 

44,073.74 (12,075.74) 
179,103.07 (51,927.07) 

926.00 7.00 
270.00 (20.00) 

2,586.54 277.46 
1,206.71 (129.71) 

750.00 
716.25 783.75 

5,940.00 (2,690.00) 
7,408.91 (1,708.91) 

19,804.41 (3,480.41) 
17,901.67 (4,986.67) 

2,000.00 18,250.00 

218,809.15 (42,144.15) 
':V 

10~~-l~ c.~ 
Robert C. Andresen, Administrative Officer 

,. 
~ ' 

·, 

-

-
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September 11, 2002 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 
University of Wisconsin-Madison 
406 Science Drive, Suite 202 
Madison, WI 53711-1068 

THE 4' 
ROBER.TW®D 
JOHNSON 

FOUNDATION 

Reference: I.D. #036509 - Second Request for Report 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have previously requested that you submit your final financial report for the period 
ended April 30, 2002. To date, we have not received this document. 

Please submit the above mentioned report to the attention of Sophia Kounelias by 
September 25, 2002. If you have already submitted this material, please disregard this 
request. Your cooperation is appreciated. 

Sincerely, 

Janice A. Opalski 
Director of Financial Monitoring 

JAO\sam 

cc: Robert C. Andresen 
Rosemary Gibson 

Office of the Vice President and Treasurer 

Route 1 and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2.HG (609) 452-8701 
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I 

THE -
RJBERTW®D 
JOHNSON 

July 17, 2002 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 
University of Wisconsin-Madison 
406 Science Drive, Suite 202 
Madison, WI 53711-1068 

FOUNDATION 

Reference: I.D. #036509 - Request for Final Financial Report 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have received your final narrative report and have forwarded a copy of this report to 
Rosemary Gibson for her review. If she has any questions or comments, she will contact 
you directly. 

We look forward to receiving your final financial report by July 30, 2002. If I can 
assist you further, please contact me at 609-627-5844. 

Sincerely, 

s~w 
Financial Analyst 

/SXR 

cc: Robert C. Andresen 
Rosemary Gibson 

Office of the Vice President and Trensurrr 

Route I and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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.PAIN & Po11cY Lms GROUP 

'IJ' ~ WHO Collaborating Center 
' ~ for Policy and Communications 
~ rJ!! in Cancer Care 

July 12, 2002 

Sophia Kounelias 
Financial Analyst 
Robert Wood Johnson Foundation 
Route 1 and College Road East 
Princeton, NJ 08543-2316 

Reference: R WJ Grant # 036509 
UW 133-CW36 

Dear Ms. Kounelias, 

FINANCIAL MONITORING 

Enclosed please find three copies of the Final Grant Report, three copies of the Bibliography, and 
two copies of the Communications Products for the above referenced grant. 

Sincerely, 

<1::~ 
Program Administrator 

Enclosures 

UW Comprehensive Cancer Center • University of Wisconsin-Madison Medical School 
406 Science Drive, Suite 202 Madison, WI 53711-1068 USA (608) 26J. 7662 FAX: (608\ 263-0259 

www.medsch.wisc.edu/painpolicy 
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FINAL GRANT REPORT 

11BUILDING CAPACITY TO PROMOTE PAIN POLICY 

THROUGH Ev ALUATION, RESEARCH AND COMMUNICATION" 

TARGETED END-OF-LIFE INITIATIVES 

GRANT# 036509 
AUGUST 1, 1999 -DECEMBER 31, 2001 

(EXTENDED TO APRIL 30, 2002) 

SUBMITTED 

JULY 12, 2002 

PAIN & POLICY STUDIES GROUP 

406 SCIENCE DR., SUITE 202 
MADISON WI 53711-1068 

608.263. 7662 
PPSG@MED.WISC.EDU 
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1. WHAT WERE THE PROJECT'S OBJECTIVES AND TO WHAT 
EXTENT HAS THE PROJECT MET THESE OBJECTIVES? 

A review of the project's time-line demonstrates that all objectives proposed 
during the grant have been met in a timely fashion. 

Part 1:·Policy Evaluation 

(1) Guide to Evaluation of Federal and State Policies. We completed the document 
"Achieving Balance in Federal and State Pain Policy: A Guide to Evaluation" in July 
2000, which presents the results of the first systematic evaluation of pain-related policies 
from the federal government and the 50 states. All policies that were in force and 
available through March 2000 were examined using a set of well-documented criteria 
based on a Central Principle that should underlie all pain policy. The document is 
designed as a workbook to assist professionals and groups who want to learn how to 
evaluate policies that can affect pain management in their state or at the federal level. 

The document has been prepared in a hard-copy format and was disseminated to 
all Robert Wood Johnson Foundation (RWJF)-supported Community-State Partnerships, 
other grantees including Last Acts, and to State Cancer Pain Initiatives, State Medical 
Societies and many other organizations. The document also was prepared in an 
electronic format and placed on the PPSG website. We automated the policy matrix so 
that clicking the dot in a cell, which represents an identified policy, links the user directly 
to a down-loadable electronic document with the full text of the policy, citation, the 
relevant criteria, a comment, and a link to a more complete discussion of the criteria. The 
document was made available on CD-ROM for organizations or individuals who made 
this request. Detail about our dissemination of the Evaluation Guide is available in 
Question 5. 

(2) Changes in Federal and State Policy: 1998-2001. After a careful review of this 
project we decided that, rather than creating a separate document, this information should 
be included in the "Annual Review of New State Pain Policies, 2001," which is discussed 
below. 

(3) Annual Reviews of New State Pain Policies. We prepared an "Annual Review of 
New State Pain Policies, 2000" (Annual Review 2000) and an "Annual Review of New 
State Pain Policies, 2001" (Annual Review 2001), summarizing all new or amended pain 
policies from 2000 and 2001, such as the adoption of new intractable pain treatment acts 
and medical board regulations and guidelines on prescribing controlled substances for 
pain. Both Annual Reviews contained (a) the cumulative trend of pain policies since 
1980, and (b) a state-by-state listing, citation, summary, and commentary for each new 
policy in the previous year. 

Although we proposed to complete each Annual Review by the end of August of 
that year, we modified this objective so that the reports would be completed by the end of 
December to be able to evaluate and report on all policies adopted during the calendar 

2 
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April 29, 2002 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 

. THE 
R9BERTW®D 
JOHNSON 

FOUNDATION 

/ U~ty of Wisconsin-Madison 
~ Science Drive, Suite 202 

Madison, WI 53711-1068 

Reference: LD. #036509 - Approval of Extension Request 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have reviewed your extension request for the period August 1, 2001, through 
January 31, 2002, and approve it through April 30, 2002. Enclosed is a copy of your 
financial reporting fonn with your approved budget of $176,665 for use when reporting 
expenditures for the above-mentioned period. 

Your final financial and narrative reports are now due May 31, 2002. 

Please review your approved budget. If projected expenditures will vary from the current 
budget, you should submit a budget revision request. Enclosed for your convenience is a 
copy of our Budget Revision Guidelines. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

Sophia Kounelias 
Financial Analyst 

/SXR 
Enclosures 

cc: Robert C. Andresep. 
Rosemary Gibson J 

Office of thr Vire PreJident and Treasurer 

Rome I and College Road Easr Post Office Box 2316 Princeron, New Jersey 08543-2316 (609) 452-8701 
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-p AIN & POLICY STUDIES GROUP 8" WHO Collaho,at;ng Cente, 
\ ~, for Policy and Communications 

"- 'iJ/ in Cancer Care 

April 8, 2002 

Sophiea Kounelias 
Financial Analyst 
The Robert Wood Johnson Foundation 
Route 1 and College Road East 
P.O. Box 2316 
Princeton NJ 08543-2316 

Reference ID: #036509 
UW# 133 CW36 

Dear Ms. Kounelias; 

We would like to request a grant extension of our project entitled "Building Capacity to Promote 
Pain Policy Through EYaluation, Research and Communication". The current end-date is 
January 31, 2002. We would like to extend the end-date to April 30, 2002. The additional three 
months would allow us to complete the follow-up for a number ofresearch projects and to 
prepare manuscripts for publication as discussed with Ms. Rosemary Gibson. 

As was discussed with Carolyn Williams, Research Program Manager for the project, we will 
prepare a separate budget and budget narrative for the extension period and forward it to you 
under separate cover. 

Thank you for your assistance with this matter. 

Sincerely, 

trGv1-~~--
David E. Joranson, Senior Scientist 
Director 

cc: Rosemary Gibson 
Carolyn Williams 
Mary Koscielniak 
Sandi Robins 

/i ,.,.,., 
/ /' // ,I 

/:&?u/ l /,-f-r;tzU,; f-1<--

Robert C. Andresen. Admin. Officer 

Research & Sponsored Programs 

UW Comprehi:ns1ve Cancer Center• Universicy of Wiscomin-Madison Medical School 
406 Science Driw, Smte 202 Madison, WI 53711-1068 USA (608) 263-7662 FAX: (608) 263-0259 

WWII' .medsch. wisc.edu/painpolicy 
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FA: SXK PA: JMS PO: RG 

Fl:NANCJ:AL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: (609)452-8701 Fax: (609)627-6416 

Page: l 
,,. 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director: David E. Joranson (608-263-7662) 
Fiscal Officer: Robert c. Andresen (608-262-2896) 

Grant Number: 036509 for [EOL] 
Budget Period: Aug-01-2001 to Apr-30-2002 

Grant Period: Aug-01-1999 to Apr-30-2002 

Budget for Year: 3 
Revised: Apr-29-2002 

Item Approved 

PERSONNEL 

Project Director 

co-Director 

Project Advisor 

Project Analyst 

Res. Program Manager 

Info. Processing Cons 

Assoc Rsch Spec 

Outreach Specialist 

Program Assistant 

Office Assistant 

Fringe Benefits 

Personnel SUbtotal 

OTHER DIRECT COSTS 

Supplies 

Computer Supplies 

Duplicating/Printing 

Telephone 

Postage 

Service Agreements(sl 

Software 

Travel 

Other Direct Subtotal 

INDIRECT COSTS 

.l:)g_et;_ lmlowlt 

24,435 

11,230 

3,031 

9,163 

12,732 

9,981 

6,848 

8,989 

5,964 

2,805 

31,998 

127,176 

933 

250 

2,864 

1,077 

750 

1,500 

3,250 

5,700 

16,324 

12,915 

Period 1 
08/01-01/02 

Period 2 
02/02-04/02 

BXPBNDI:TO'RES 

Period 3 Period 4 Period S Period 6 Total Variance .ct 

-
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FA: SXK PA: JMS PO: RG 

FJ:NANC:IAL REPORT 
The Robert Wood Johnson Foundation 

P.O.Box 2316 
Princeton, NJ 08543-2316 

Phone: {609)452-8701 Fax: (609)627-6416 

Page: 2~ 
.... 

Grantee: University of Wisconsin-Madison Medical 
School 

Project Director, David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Grant Nwriber: 036509 for [BOL] 
Budget Period: Aug-01-2001 to Apr-30-2002 

Grant Period: Aug-01-1999 to Apr-30-2002 

Budget for Year: 3 
Revised: Apr-29-2002 

Item 

CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Grand Total 

Approved 
~et Amount 

20,250 

20,250 

176,66~ 

Period l. 
08/01-01/02 

Period 2 
02/02-04/02 

EXPENDITURES 

Period 3 Period 4 Period 5 Period 6 Total variance -t 

-
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/ 
THE -

~BERTWGDD 
JOHNSON 

July 17, 2002 

David E. Joranson, M.S.S.W. 
Director 
Pain and Policy Studies Group 

University of Wisconsin-Madison 
406 Science Drive, Suite 202 
Madison, WI 53711-1068 

FOUNDATION 

-II.ii -llfllfflff COl'r 

Reference: I.D. #036509 - Request for Final Financial Report 

Dear Mr. Joranson: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

We have received your final narrative report and_ have forwarded a copy of this report to 
Rosemary Gibson for her review. If she has any questions or comments, she will contact 
you directly. · 

We look forward to receiving your final fmancial report by July 30, 2002. If I can 
assist you further, please contact me at 609-627-5844. 

Sincerely, 

s~~ 
Financial Analyst 

/SXR 

cc: Robert C. Andresen 
Rosemary Gibson 

Office of the Vice President and Treasurer 

Route I and College Road East Post Office Box 2316 Princeton, New Jersey 08543-2316 (609) 452-8701 
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-PAIN & POLICY STUDIES GROUP 
11"41~\1 WHO Collaborating Center 

~1-,-,;1,1t:I~ for Policy and Communications 
'ii," ll 
~ in Cancer Care 

July 12, 2002 

Sophia Kounelias 
Financial Analyst 
Robert Wood Johnson Foundation 
Route l and College Road East 
Princeton, NJ 08543-2316 

Reference: RWJ Grant# 036509 
UW 133-CW36 

Dear Ms. Kounelias, 

Enclosed please find three copies of the Final Grant Report, three copies of the Bibliography, and 
two copies of the Communications Products for the above referenced grant. 

Sincerely, 

Ad~ 
~Kline:MLS 

Program Administrator 

Enclosures 

UW Curnprehen,ive Cancer Center -Univmity of Wisconsin-Madison Medical School 
406 Science Drive, Suite 202 Madison, WI 53711-1068 USA (608) 263-7662 FAX: (608) 263-0259 

www.medsch.wisc.edu/painpolicy 
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FINAL GRANT REPORT 

"BUILDING CAPACITY TO PROMOTE PAIN POLICY 

THROUGH Ev ALUATION, RESEARCH AND COMMUNICATION" 

TARGETED END-OF-LIFE INITIATIVES 

GRANT# 036509 
AUGUST 1, 1999-DECEMBER31, 2001 

(EXTENDED TO APRIL 30, 2002) 

SUBMITTED 

JULY 12, 2002 

PAIN & POLICY STUDIES GROUP 

406 SCIENCE DR., SUITE 202 
MADISON WI 53711-1068 

608.263. 7662 
PPSG@MED.WISC.EDU 
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1. WHAT WERE THE PROJECT'S OBJECTIVES AND TO WHAT 

EXTENT HAS THE PROJECT MET THESE OBJECTIVES? 

A review of the project's time-line demonstrates that all objectives proposed 
during the grant have been met in a timely fashion. 

Part 1 :· Policy Evaluation 

(1) Guide to Evaluation of Federal and State Policies. We completed the document 
"Achieving Balance in Federal and State Pain Policy: A Guide to Evaluation" in July 
2000, which presents the results of the first systematic evaluation of pain-related policies 
from the federal government and the 50 states. All policies that were in force and 
available through March 2000 were examined using a set of well-documented criteria 
based on a Central Principle that should underlie all pain policy. The document is 
designed as a workbook to assist professionals and groups who want to learn how to 
evaluate policies that can affect pain management in their state or at the federal level. 

The document has been prepared in a hard-copy fonnat and was disseminated to 
all Robert Wood Jolmson Foundation (RWJF)-supported Community-State Partnerships, 
other grantees including Last Acts, and to State Cancer Pain Initiatives, State Medical 
Societies and many other organizations. The document also was prepared in an 
electronic format and placed on the PPSG website. We automated the policy matrix so 
that clicking the dot in a cell, which represents an identified policy, links the user directly 
to a down-loadable electronic document with the full text of the policy, citation, the 
relevant criteria, a comment, and a link to a more complete discussion of the criteria. The 
document was made available on CD-ROM for organizations or individuals who made 
this request. Detail about our dissemination of the Evaluation Guide is available in 
Question 5. 

(2) Changes in Federal and State Policy: 1998-2001. After a careful review of this 
project we decided that, rather than creating a separate document, this information should 
be included in the "Annual Review of New State Pain Policies, 2001," which is discussed 
below. 

(3) Annual Reviews of New State Pain Policies. We prepared an "Annual Review of 
New State Pain Policies, 2000" (Annual Review 2000) and an "Annual Review of New 
State Pain Policies, 2001" (Annual Review 2001), summarizing all new or amended pain 
policies from 2000 and 2001, such as the adoption of new intractable pain treatment acts 
and medical board regulations and guidelines on prescribing controlled substances for 
pain. Both Annual Reviews contained (a) the cumulative trend of pain policies since 
1980, and (b) a state-by-state listing, citation, summary, and commentary for each new 
policy in the previous year. 

Although we proposed to complete each Annual Review by the end of August of 
that year, we modified this objective so that the reports would be completed by the end of 
December to be able to evaluate and report on all policies adopted during the calendar 

2 
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year. As a result, the Annual Reviews represented a full year, rather than a partial year of 
· policy development. Once completed, the Annual Reviews were made available on our 

website at www.medsch.wisc.edu/painpolicy/publicat/Olppsgar/contents.htm, and were 
distributed to key individuals and organizations such as health-care providers, patient 
advocacy groups, state cancer pain initiatives, state government pain commissions, state 
pain summit meetings and task forces, state legislatures, and medical boards. More detail 
about our dissemination activities for the Annual Reviews is available in Question 5. 

( 4) Electronic Access to State Pain Policies. We collected state pain policies by using our 
electronic legal database (Lexis, from "Lexis-Nexis Research Software") and by periodic 
direct contact with state agencies, and continually updated the full text database of state 
pain policies located on the down-loadable PPSG website. The policy database includes 
all relevant federal and state laws, regulations, and guidelines. The accuracy and 
completeness of this policy database is assured through an internal quality-control 
procedure and regular monitoring of the policy environment. 

(5) Evaluations of Medical Board Pain Guidelines. We compared (1) state medical board 
policies adopted before and after the Federation of State Medical Board's "Model 
Guidelines for the Use of Controlled Substances for the Treatment of Pain" (Model 
Guidelines), and (2) the Model Guidelines to all policies adopted subsequent to its 
development. The criteria used in "Achieving Balance in Federal and State Pain Policy: 
A Guide to Evaluation" guided the evaluation for this project. Policy language that met 
each criterion was entered into an electronic database. We have analyzed the extent that, 
when compared to "older" policies, "newer" policies contain language that is balanced, 
recognizing issues such as the medical use of controlled substances, addressing 
physicians' concerns about investigation, and accurate in the use oftenninology. 
Although not mentioned in the grant, we are preparing an article describing the results of 
the content evaluation for publication in a peer-reviewed journal. 

Part 2: Empirical Research 

( 1) Trends in abuse and medical utilization of opioids. PPSG staff annually updated its 
database regarding the abuse and medical use of opioid analgesics. Abuse data are 
collected from the Drug Abuse Warning Network (DAWN) of the Substance Abuse and 
Mental Health Services Administration (SAMHSA); medical use data come from the 
Automation of Reports and Consolidated Orders System (ARCOS) of the Drug 
Enforcement Administration (DEA). Our previous research with these data demonstrated 
that the abuse of opioid analgesics was low and stable over time despite a substantial 
increase in their medical use. This article was published in 2000 in the Journal of the 
American Medical Association. Efforts are being made to monitor these data to evaluate 
recent increases that have been reported in the media and by the DEA. Although not 
mentioned in the grant, we are preparing an article describing the results of an analysis of 
the abuse and medical use for opioid analgesics between 1994 and 2000 for publication in 
a peer-reviewed journal. 

3 



P-43071 _ 00171

Part 3: Communications 

A major purpose of this grant is to increase awareness of pain policy issues and to 
support the efforts of individuals and organizations in government and health care to 
evaluate and improve policies that affect pain management. We proposed to accomplish 
this goal through several means, including proactive communication of the products from 
this grant to a broad range of individuals and groups, using means in addition to the 
ordinary channels of publishing articles in journals. We proposed to: (1) maintain the 
PPSG website as a source of pain policy information for the public, (2) expand the PPSG 
list-serve, and (3) provide rapid and efficient technical assistance and dissemination of 
information. PPSG established a Communications Team to guide efforts to accomplish 
this objective. More detail is available in our response to Question 5; a summary of the 
accomplishments follows. 

(1) Website: The Team implemented a number of improvements to the website, including 
an enhanced home-page and site guide, addition of the full text of many new state pain 
policies, and addition of new links to the site (see Bibliography). Utilization of the site 
has continued to increase, with approximately 5,800 users per month and a total of about 
28,000 hits on our website over a five-month evaluation period. 

(2) List-serve: We reviewed this objective and decided that a single list-serve had limited 
potential for communicating to the broad audience that is interested in pain policy. We 
decided that it would be preferable for our staff to monitor and participate actively in the 
growing number oflist-serves on topics that relate to pain policy, rather than manage a 
list-serve aimed at a more limited subscriber audience. We now participate in list-serves 
o:f other groups that are interested in oncology and pain, substance abuse, prescription 
monitoring, pain, and end-of-life issues. Typically, we notify these list-serves of our 
website, respond to questions and note the availability of particular resources that we 
have developed. We also post our own questions on a variety oflist-serves to stimulate 
discussion and obtain feedback on policy issues. In addition, we assembled a list of 
approximately 350 e-mail addresses of key individuals and organizations whom we 
notify of new products from the PPSG. We believe that this approach has resulted in 
bringing a greater awareness of our work to a much broader audience of professionals. 

(3) Technical assistance and dissemination of information: PPSG has provided a high 
level of technical assistance to a variety of groups that influence various aspects of pain 
policy, medical practice and patient care, including the American Cancer Society, the 
American Bar Association Commission on Legal Problems of the Elderly, the National 
Association of Attorneys General, the RWJF Community-State Partnerships, the Midwest 
Bioethics Center, the American Academy ofNeurology, a joint committee of three 
national associations, the American Pain Society, the American Society of Addiction 
Medicine, and the American Academy of Pain Medicine, and to several state cancer pain 
initiatives. A more detailed description of these key technical assistance activities is as 
follows: 
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(a) The PPSG assisted the American Bar Association Commission on 
Legal Problems of the Elderly in its preparation of a position statement on 
a Proposed ABA Policy on Legal Obstacles to Effective Pain 
Management. 

(b) PPSG was invited by the RWJF Community-State Partnership in 
Kansas to provide a day of technical assistance on issues and opportunities 
in regulatory policy in the state. PPSG used this opportunity to prepare a 
protocol for providing technical assistance in the states. 

( c) The PPSG was asked to provide comments on a proposed position 
statement about pain management and public policy to the American 
Academy of Neurology. 

( d) The PPSG was asked to provide extensive policy assistance to a joint 
committee to achieve consensus on tenns related to pain and addiction; the 
committee was established by three national associations: the American 
Pain Society, the American Society of Addiction Medicine, and the 
American Academy of Pain Medicine. 

( e) The PPSG was asked to provide technical assistance about state 
prescription monitoring programs to representatives of the Michigan 
Hawaii, and Texas Cancer Pain Initiatives. We compiled and sent an 
extensive list of the resources available. 

Information and assistance has also been provided to a variety of government and 
non-government organizations about how to achieve balanced pain policy, including 
guidance about how to respond to pain medication abuse and diversion. Such individuals 
and organizations include the state of Florida Division of Pharmacy Services and the 
University of Florida, the New Mexico Attorney General, the DEA, and a joint 
committee of three national associations -the American Pain Society, the American 
Society of Addiction Medicine, and the American Academy of Pain Medicine. A more 
detailed description of key technical assistance activities is as follows: 

(a) Representatives of the U.S. Drug Enforcement Administration 
contacted the PPSG in March, 2001, to explore the development of a pain 
forum about the need for a balanced response to the extensive media 
attention surrounding OxyContin® abuse and diversion in order to avoid 
responses that would interfere in relief of pain, but would also address the 
healthcare system's responsibility to avoid contributing to the problem. 
Subsequently, the PPSG collaborated with Last Acts and the American 
Pain Society, in conjunction with Burness Communications, to organize 
several meetings of an ad hoc Pain Forum to explore the issues and to 
develop a joint consensus statement. The consensus statement, which was 
endorsed by the DEA and 21 health-care and pain organizations, including 
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,,. 

the American Cancer Society and the American Medical Association, was 
released at a national press briefing on October 23, 2001. Since then, a 
total of 42 organizations have endorsed the consensus statement. 

(b) Following technical assistance provided to the Michigan Cancer Pain 
Initiative and the Michigan Commission on End-of-Life Care, Wayne 
State University sponsored a conference to report the results of the 
Commission, which made extensive use ofresources and guidance from 
PPSG. David Joranson was invited to present an analysis of the 
recommendations from the report and how these would improve Michigan 
policy on end-of-life care compared with the rest of the country. 

(c) The PPSG was invited by the American Cancer Society (ACS) to 
participate in their meeting of the Cancer Pain Management Policy 
Review Group. The purpose of this meeting was to assist in developing 
an ACS policy statement in response to the abuse and diversion of pain 
medications and to ensure that medical practice and patient care are not 
compromised. The PPSG provided subsequent technical assistance in the 
drafting of the ACS policy. 

( d) Last Acts invited David Joranson to serve as a member of the Provider 
Education Committee, as well as the Policy Committee, which are 
standing committees of Last Acts. 

As interests in pain m~gement and end-of-life care expand, coupled with the 
substantial media attention surrounding OxyContin® abuse and diversion, requests for 
our assistance and for providing information sometimes exceed our capacity to respond 
.(and still accomplish our other work under the grant). The recent policy environment 
relating to pain management and opioid analgesics is becoming increasingly negative and 
challenging. We developed a data collection form, as well as a procedure to use it in 
order to assure we capture the full extent of our technical assistance efforts. 

Within the project period, the PPSG Communications Team continued to utilize a 
strategy for publicizing articles to be published in major journals, as well as other PPSG 
documents. We used the dissemination of our April 5, 2000 article in the Journal of the 
American Medical Association as the model. The strategy consists of two components: 
(1) to ensure that the article and the electronic notification communicated the message of 
the article, and (2) to disseminate this message to our main audiences, including health• 
care professional groups, government, and the public. This dissemination strategy 
precipitated nun1erous compliments regarding our products and publications. 

6 



P-43071 _ 00174

• 
2. WHAT INTERNAL SHORTFALLS, LIMITATIONS, OR CHALLENGES DID 

THE PROJECT ENCOUNTER THAT WERE RELATED TO ITS FUNDING 

LEVEL, DESIGN, COLLABORATIONS, STAFFING, OPERATIONS, OR 

OTHER PROJECT FACTORS? DID ANY CHALLENGES INTERNAL TO THE 

NATIONAL PROGRAM AFFECT THE PROJECT? 

We encoW1tered an ongoing challenge in developing our commWlications 
program. A CommW1ications Specialist position was created at the beginning of this 
project and an individual was hired into the position. The person that we hired was not a 
good fit and left after four months. We re-evaluated our needs and the skills necessary 
for the position. We hired Ms. Renie Shapiro, a senior commWlications consultant, to 
assist us in developing a communications strategy and advise us with working with the 
media. A Policy Specialist with the PPSG became our Communications Coordinator. 
We believed it would be useful to have a person knowledgeable in pain policy 
responsible for helping our Director communicate our messages. However, she moved 
out of state a year-and-a-halflater and we once again needed to fill this position. Our 
current Communications Specialist, Ms. Jody Jorenby, has been employed in this 
capacity for eight months and has provided valuable assistance in our policy program, as 
well as communicating our work and messages to a range of audiences. We are satisfied 
that we have addressed this challenge effectively. 

During the second year of the project, with relatively short notices, the UW 
Medical School asked the PPSG to move to another location. This move necessitated 
two weeks of down time to prepare for the move, make the move, and accomplish a 
complete computer network reconfiguration at the new location. We transitioned our 
computer technical support from a staff member to a contract for computer support 
services from a UW group, based on a cost-benefit analysis necessitating release of the 
staff member who had provided computer and technical support. This challenge is 
behind us and we are very satisfied with our new location and computer support. 

3. WHAT PROBLEMS OR SUCCESSES WERE CAUSED BY FACTORS 

EXTERNAL TO THE PROJECT? 

During the project period, policy issues have become an increasingly recognized 
part of the national and state discussion about pain, and have been gaining attention as an 
important component of public health. Efforts of Last Acts and state Cancer Pain 
Initiatives, as well as the OxyContin® problem, have resulted in increased demand for 
our work. 

Greater recognition of the importance of pain management and public policy has 
occurred during a time of vast media, professional, and governmental attention to the 
abuse and diversion of OxyContin®. We experienced an increase in the requests for 
technical assistance from health-care professionals, regulators, policy makers, and 
members of the media. In order to more directly address the need for a balanced 
response, the PPSG engaged directly with the U.S. Drug Enforcement Administration 
(DEA) to hold a series of meetings to bring together members of national health-care and 
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regulatory organizations. The pwpose of the meetings was to develop a joint consensus 
statement emphasizing the need for a balanced approach to diversion and abuse of opioid 
pain medications so that efforts to address diversion do not interfere with medical 
practice and patient care. The joint consensus statement was developed and endorsed by 
the DEA and 42 professional health-care and pain-related organizations. In addition, 
PPSG staff members were frequently requested to make presentations about issues 
relating to the abuse, diversion, and medical availability of opioid analgesics when 
treating pain. We received many requests for updating and publishing information 
related to the recent medical use and abuse of Schedule II opioid analgesics, which is 
now being prepared for publication. This increased demand has strained the resources of 
our staff, but has given us the opportunity to mediate the potential negative effects of this 
issue. 

The OxyContin® controversy has also resulted in an increase in the interest in 
and utilization of our products. For example, the frequency of PPSG website hits has 
continued to increase throughout the last year, and demand for the Evaluation Guide led 
to a second printing of 100 copies. Given these developments at the federal and state 
levels, it is likely that there will be continued increases in requests for information and 
technical assistance, particularly since organizations are sponsoring more and more state­
level initiatives. The numerous state-level activities promoting improvements in pain 
management and end-of-life care has necessitated reallocation of grant resources so that 
we can continue to respond to opportunities and requests. It is clear that our work is in 
demand by these groups and, although much of our work is available on the website, this 
is not always sufficient to provide expert guidance during dynamic policy activity. 

4. IF YOU WORKED IN COLLABORATION WITH OTHER ORGANIZATIONS, 
OR DEPENDED ON OTHER ORGANIZATIONS OR INSTITUTIONS TO MEET 

THE OBJECTIVES OF Tms PROJECT, HOW DID THOSE 
COLLABORATIONS WORK? 

The PPSG relies on data from two government organizations to support our 
studies of medical use and abuse of opioid analgesics: the Drug Enforcement 
Administration (DEA) and the Substance Abuse and Mental Health Services 
Administration (SAMHSA). 

We request the medical use data for individual opioid analgesics directly from the 
DEA Targeting and Analysis Unit of the Office of Diversion Control, which has been 
extremely responsive to our various requests. The Unit continues to provide us with both 
hardcopy and disk-copy of the Automation of Reports and Consolidated Orders System 
(ARCOS) data on which our analysis of consumption is based. We do not have to file 
Freedom oflnformation Act requests and are very satisfied with the collaboration. 

The data for abuse of opioid analgesics come from the Drug Abuse Warning 
Network (DAWN), which is an annual report of SAMHSA within the U.S. Department of 
Health and Human Services. As a result of feedback from DAWN users, including the 
PPSG, staff members at SAMHSA have re-designed the DAWN report to make it more 
user-friendly and pharmacologically correct. As a result, the current PPSG in-house 
database has been slightly revised and updated to reflect the changes. Following this, 
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routine data collection and maintenance will be continued. Our collaboration with 
SAMHSA is excellent. 

Finally, our collaboration with the American Alliance of Cancer Pain Initiatives 
(AACPI) continues to be positive and serves as an effective communications channel for 
our products to the AACPI audience throughout the states. The AACPI also informs us 
of issues related to policy development or other regulatory activity at the state level. 

We have been pleased with our collaborations with Last Acts, and Midwest 
Bioethics and their Community-State Partnerships on End-of-Life Care. 

5. WITH A PERSPECTIVE ON THE ENTIRE PROJECT, WHAT HA VE 

BEEN ITS KEY COMMUNICATIONS ACTIVITIES? 

PPSG Website 

The PPSG website has been in service since July 1997. In the past five months, 1 

the website has averaged 59,929 hits, with a monthly average of 12,674 users from 
around the world. There has been over a 280% increase in the number of monthly hits 
over the course of this project.2 

Until June 2001, the website was maintained by the PPSG's Information 
Technology Manager. Beginning July 2001, responsibility for maintaining and 
expanding the website was assumed by Martha Maurer, Policy Analyst. Maintaining the 
website involved updating an interactive data-base of policies adopted by state and 
national boards, legislatures and organizations, adding the new policies as hypertext 
markup language (HTML) documents, periodically checking website links to insure that 
they are current and functional, and making any necessary changes to the format of 
website pages. During this time, PPSG staff met to consider reformatting the "top pages" 
(see below) of the website. Several modifications were made to increase the format 
consistency of the pages within the website and to improve the descriptions of our 
products and instructions to users, all of which will ultimately enhance user navigability. 
Monthly reports were generated to track the number of website hits and users and to 
determine the policy documents that are viewed most often by these users. The website 
e-mail account was also checked weekly for user feedback, which was then either 
answered by the Policy Analyst that maintains the website or was directed to the 
appropriate PPSG staffmember(s). 

During the project period there were 22 new policies adopted to address the use of 
controlled substances for pain management. State legislatures, state medical boards, state 
pharmacy boards, state nursing boards, and national organizations developed these 
policies. Our Policy Analysts collected the policies and converted them to Microsoft 
Word format either by typing or scanning a hard-copy, or converting an already-extant 
electronic document from another file format. All policies were then converted to HTML 

1 Average is based on the usage statistics reported for December 2001 through April 2002, the most recent 
months for this project period. 
2 The project period is July 2000 through April 2002 
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documents, fonnatted in the style of other PPSG website documents, and then uploaded 
to our website. 

Several articles and other publications were made available on the PPSG website 
during the project period. The publication, "Achieving Balance in Federal & State Pain 
Policy: A Guide to Evaluation," and the article entitled "Phannacists' Knowledge and 
Attitudes Towards Opioid Pain Medications in Relation to Federal and State Policy," 
which was published in the Journal of the American Pharmaceutical Association, were 
made available on the PPSG website in three different formats. The first of these was the 
full text in Adobe Acrobat PDF fonnat, which users could open and view on their 
browsers. The second was an interactive PDF version of the document that pennits users 
to view any particular section of the document without having to wait for the entire file to 
download. The third way was an interactive HTML version of the document that could 
be viewed using virtually any web browser. This interactive HTML version also 
permitted the viewer to see any part of the document without having to wait for it to 
download. 

Other articles were made available on the PPSG homepage in an Adobe Acrobat 
PDF fonnat; these include "Pain Management and Prescription Monitoring," "Pain 
Management, Controlled Substances, and State Medical Board Policy: A Decade of 
Change," and "Controlled Substances and Pain Management: Changes in Knowledge and 
Attitudes of State Medical Regulators.,, 

Index of PPSG website "top pages": 

• Home-Page 
• Is methadone maintenance the last resort for some chronic pain patients? 

American Pain Society Bulletin 1997;7(5):l,4-5. 
• Data-base of Statutes, Regulations, and Other Governmental Policies 
• Model Guidelines for the Use of Controlled Substances for the Treatment of Pain 
• U.S. Pain Policy Resources 
• Selected Readings 
• Controlled substances, medical practice and the law. In: Schwartz HL Psychiatric 

Practice Under Fire: The Influence of Government, the Media and Special 
Interests on Somatic Therapies. Washington, DC: American Psychiatric Press, 
Inc., 1994: 173-194. 

• State controlled substances laws and pain control. American Pain Society Bulletin 
1992;2(3):10-11, 15. 

• Annual Review of State Pain Policies. 2000 
• Cancer Pain Relief A Guide to Opioid Availability 

Other Communication Efforts 

In addition to the activities relating to the website and technical assistance 
mentioned under Question 1, the following description provides further information 
about key activities. Complete information about the communication activities is 
available in the bibliography. 



P-43071 _ 00178

Pain Forum. The PPSG collaborated with the U.S. Drug Enforcement Administration 
(DEA) to hold a series of meetings to bring together members of national health-care and 
regulatory organizations. The purpose of the meetings was to develop a joint consensus 
statement that emphasizes the need for a balanced approach to diversion and abuse of 
opioid pain medications so that efforts to address diversion do not interfere with medical 
practice and patient care. The joint consensus statement was developed and ultimately 
endorsed by 42 professional health-care and pain-related organizations. Appointment of 
DEA Chief Asa Hutchinson, as well as national events, delayed the press briefing until 
October 2001. 

Publicity of the DEA Joint Consensus Statement. After its release at a national press 
briefing in October 2001, we publicized the DEA consensus statement via our website 
and an e-mail broadcast to state and national colleagues 

Publicity for the Article Published in the Journal of the American Pharmaceutical 
Association. We believe that we were successful in reaching our key audiences. We 
mailed a copy of the article and press release directly to all state medical and pharmacy 
boards and state medical societies. In addition, we notified a large number of individuals 
and organizations via an e-mail broadcast of the availability of the article on our website. 
The article and its press release are on our website and are frequently accessed by users; 
there were (and continue to be) numerous placements in media aimed at the public. 

Publicity for Two Articles Published in the Journal of Pain and Symptom Management. 
A hard copy of "Pain Management, Controlled Substances, and State Medical Board 
Policy: A Decade of Change" (accompanied by a hard copy of the Annual Review of 
State Pain Policies for 2001, an informational letter, and the PPSG brochure) was sent to 
Senators and U.S. House of Representative members. An Adobe Acrobat PDF version of 
the document was posted to our website and an e-mail broadcast was sent out to a 
multitude of individuals and organizations, including several listserves, notifying them of 
the availability of the article on our website. The publication was announced in 
BoardNet News, a publication of the Federation of State Medical Boards. 

Dissemination of"Pain Management and Prescription Monitoring" to key 
audiences was also a successful endeavor: An e-mail broadcast was sent to numerous 
individuals, organizations, and listserves to notify about the article's availability on our 
website. Hard copies of the article were distributed upon the request of interested 
individuals. 

PPSG Brochure. This brochure has been included in all mailings and continues to be 
distributed at state, national, and international conferences. 

Publicity for the "Annual Review o(State Pain Policies, 2000." Key audiences were 
successfully targeted in the dissemination of this report. We mailed a printed copy of the 
document directly to all state legislative librarians, state medical societies, state medical 
boards, the state cancer pain initiatives in the states with policy changes as well as other 
key individuals. We also notified a large number of individuals and organizations via an 
e-mail broadcast of the availability of the document on our website. Recipients of this 
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e-mail notification include the Liaison Committee on Pain and Addiction, the 
Community-State Partnerships on End-of-Life Care, the National Association of Drug 
Diversion Investigators Prescription Drug Abuse listserve, the OncoPain listserve, the 
Last Acts Discussion Iistserve, the State Cancer Pain Initiatives listserve, the Project on 
Pain Management and Chemical Dependency listserve, and to other professionals 
interested in pain management policy. This document was also listed in the Last Acts 
Policy Newsletter, Innovations in End-of Life Care. 

Publicity for the "Annual Review of State Pain Policies, 2001." An e-mail broadcast, 
coinciding with the announcement of the publication of"Pain Management, Controlled 
Substances, and State Medical Board Policy: A Decade of Change," was sent to 
individuals and organizations, including several listserves, notifying them of the article's 
availability on our website. A hard copy of each document was also sent to Senators and 
U.S. House of Representative members, along with an informational letter and a copy of 
the PPSG brochure. A link to the URL containing the document on the PPSG website is 
available on the National Association of State Controlled Substances Authorities website. 

Participation in AMA Media Briefing. PPSG Assistant Director, Aaron Gilson, presented 
findings and messages from the "Annual Review of State Pain Policies, 2001" at an 
American Medical Association's media briefing about pain management issues. A link . 
to the AMA website's notification of the briefing was placed on the PPSG website. 

Participation in an Audio Program. PPSG Director, David Joranson, participated in Part I 
of an audio program for State Initiatives in End-of-Life Care's four-part audio series, 
Heart-to-Heart: Improving Care for the Dying through Public Policy. The tapes are 30-
to 40-minutes of narration and in-depth commentary by leading state and national experts 
offering tips about how to make policy change. Community-State Partnerships to 
Improve End-of-Life Care coordinated publicity and sales of the audio series. 

Continued Dissemination of "Achieving Balance in Federal & State Pain Policy: A 
Guide to Evaluation." Due to high demand for this document, 300 reprints were made in 
November 2000. There was a second e-mail notification of its availability to academic 
leaders, pain management advocates, newsletters, professional societies and listserves. In 
July of 2001, 100 additional reprints were made. A letter and a copy of the publication 
were sent to pharmacy law professors for review and comments. Hard-copies were also 
sent to several colleagues and organizations. Hard-copies of this document continue to 
be requested through the PPSG website. 

Presentations at National Conferences. PPSG provided presentations on trends and issues 
in pain policy to participants at a number of conferences sponsored by national 
organizations. Among these were the Pain Management and Chemical Dependency 
conference, National Association of Boards of Pharmacy annual meeting, American 
Alliance of Cancer Pain Initiatives national meeting, National Association of State 
Controlled Substances Authorities, and American Society of Law Medicine & Ethics 
meeting. A complete list is included in the bibliography. 
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• 
David Joranson also provided a presentation entitled "Relieve Pain, Prevent 

Diversion" for the American Cancer Society's Pain Management Policy Review. He 
discussed such topics as the abuse and diversion of pain medications, the media coverage 
of OxyContin®, the problems with the domestic and international opioid distribution 
systems, and the approaches to stopping diversion. 

6. WHAT WERE THE PROJECT'S OTHER SOURCES OF SUPPORT? 

This project had no other sources of support. The other activities of the group 
were international projects related to our status as the World Health Organization 
Collaborating Center for Policy and Communications in Cancer Care. 

Office space for the Pain & Policy Studies Group (PPSG) and this project was 
provided by the Medical School of the University of Wisconsin-Madison. 

7. WHAT WAS THE SIGNIFICANCE OF WHAT WAS ACCOMPLISHED BY THE 

PROJECT? 

This project was significant because it established pain policy as part of pain 
management, end-of-life care, medical regulation, and controlled substances regulation. 
The project accomplished this by introducing into the literature the principle of"balance" 
with respect to the imperative that efforts to address abuse of drugs should not interfere 
with medical use and patient care; it established the first set of policy research criteria in 
the field of controlled substances, medical and pharmacy policy related to pain; it 
produced the first systematic evaluation of federal and state policies; the evaluation has 
been used to guide policy reform in several states; it provided professionals, policy 
makers, regulators, and the public with internet access to policies of the federal 
government and the states that are relevant to the treatment of pain; it helped to improve 
the knowledge of medical regulators, and to evaluate and develop new, more balanced, 
state medical board pain policies; it actively published and disseminated this new 
knowledge and the outcomes of its research to a broad audience of policy makers, 
professionals, and the public in the U.S. The project also led to a better understanding of 
the medical use and abuse of pain medications, and to improvement of an important 
federal drug abuse information system. 

8. WHAT LEASONS DID YOU, AS PROJECT DIRECTOR OF A PROJECT IN A 

NATIONAL PROGRAM, LEARN FROM UNDERTAKING Tms PROJECT? 

It was an important learning experience for us to be involved in the national 
program aimed to improve end-of-life care. Although we are a small part of the national 
program, I think we had an important influence, but we could have collaborated with 
program partners even more than we did. In addition, we probably underestimated the 
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demand for our work and could have had an even greater influence had we strategized 
earlier on and prepared. 

We are aware of a number of positive outcomes in the policy arena that were 
related to our work. We have proposed studying these effects, but it would have been 
more efficient to include such studies during the course of the project. 

There is a long way to go to improve end-of-life care in the U.S., and we are 
hopeful that the initial progress of the National Program can be sustained and enhanced 
because it is likely that the early successes were in the easiest places. 

9. WHAT ARE THE POST-GRANT PLANS FOR THE PROJECT IF IT DOES 
NOT CONCLUDE WITH THE GRANT? 

All of the projects proposed in this grant were finite in nature. Additional funds 
have been awarded from the Robert Wood Johnson Foundation to update and quantify 
the Evaluation Guide and to create a Report Card of state policies. Since funding was not 
approved for the full proposal, additional funding is being sought. 

Assuming funds are available, the PPSG will continue its mission to identify and 
evaluate federal and state pain policy. The results will be published and added to our 
website, which will be maintained, enhanced and updated. We also plan to continue to 
publish reports on trends in medical use and abuse of opioids, the first of which was 
supplied by this grant. 

1 o. How DO YOU ASSESS THE FOUNDATION'S ROLE AND THE NPO's 
ROLE? 

The Foundation has provided extremely important support for us to develop pain 
policy into an increasingly recognized part of medical practice, patient care, federal and 
state policy, and abuse and diversion of opioids. We have found the Foundation's 
policies to be reasonable. Foundation staff has been very responsive to us, and have 
provided valuable guidance. 
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David E. Joranson, "Guidelines, Trends and Issues in the State Pain-Related Policy," at the 21 st 
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David E. Joranson, "Analgesic Regulatory Affairs," at the 20th Annual Scientific Meeting, 
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* David E. Joranson, "Addressing Regulatory Issues in Pain Management," at the HealthPartners 
Institute for Medical Education continuing professional development program, October 18, 2001, 
Minneapolis, Minnesota. 
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January 14, 2002, Tallahassee, Florida. 

* David E. Joranson, "Balancing Drug Abuse Prevention and Pain Relief: The Study of Public 
Policy," at the University of Florida Health Sciences Center, January 15, 2002, Gainesville, 
Florida. 

* David E. Joranson, "Regulatory Issues in Opioid Prescribing," at the Janssen Phannaceutica 
Speakers Training Meeting, February 8, 2002, Orlando, Florida. 

* Aaron M. Gilson, "Recent Trends in State Policies Governing Pain Medications: Findings from 
the 2001 Annual Report," at American Medical Association Media Briefing About Pain 
Management, February 21, 2002, New York, New York. 

* David E. Joranson, "Pain Management and Regulatory Barriers: How Does Pennsylvania Stack 
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World Wide Web Sites 

www.medsch.wisc.edu/painpolicy 
Provides full text of individual state pain policies and pain related federal policies, links to other 
pain organizations, a glossary of terms and full text of articles published by the PPSG. Madison, 
WI: Pain & Policy Studies Group. Estimated 5,862 visits per month. 

Audio-Visuals and Computer Software 

* Heart-to-Heart: Improving Care for the Dying through Public Policy, Part I: Pain 
Management, a 30-40 minute audio tape. State Initiatives in End-of-Life Care, DATE. 

Press Kits and News Releases 

A news release on the Journal of the American Medical Association article "Trends in Medical 
Use and Abuse of Opioid Analgesics", mailed by JAMA on March 30, 2000 to 1500 reporters 
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nationally. Also accessible to over 2,000 domestic and international journalists through 
"EurekAlert!" (a Web site for journalists maintained by the American Association for the 
Advancement of Science). 

A news release on the Journal of the American Medical Association article "Trends in Medical 
Use and Abuse of Opioid Analgesics", mailed by the PPSG on April 1, 2000 to 413 state medical 
societies, state medical boards, state boards ofphannacy, attorney generals, grant advisors, 
academic leaders and pain management advocates. One hundred sixty-six academic leaders, pain 
management advocates, newsletters, professional societies and listserves were notified through 
email. 

An e-mail news release on the "Annual Review of State Pain Policies 2000" was broadcasted to 
173 academic leaders, pain management advocates, newsletters, professional societies and 
listserves on March 16, 2001. 

An e-mail news release on "Achieving Balance in Federal and State Pain Policy: A guide to 
Evaluation " was broadcasted to 173 academic leaders, pain management advocates, newsletters, 
professional societies and listserves on March 16, 2001. 

An e-mail news release on the Journal of the American Pharmaceutical Association article 
•~Pharmacists' Knowledge and Attitudes about Opioid Pain Medications in Relation to Federal 
and State Policy" article was broadcasted to 173 academic leaders, pain management advocates, 
newsletters, professional societies and listserves on April 3, 2001. 

* An e-mail news release on "A Joint Statement from 21 Health Organizations and 
the Drug Enforcement Administration. Promoting Pain Relief and Preventing Abuse of Pain 
Medications: A Critical Balancing Act" was disseminated to 330 academic leaders, pain 
management advocates, newsletters, professional societies and listserves on October 24, 2001. 

* An e-mail news release on the "Annual Review of State Pain Policies, 2001" and the Journal of 
Pain and Symptom Management's article "Controlled Substances and Pain Management: 
Changes in Knowledge and Attitudes of State Medical Regulators" was broadcasted to 345 
academic leaders, pain management advocates, newsletters, professional societies and listserves 
on February 28, 2002. 

* An e-mail news release on the Journal of Pain and Symptom Management's article "Pain 
management and prescription monitoring" was broadcasted to 345 academic leaders, pain 
management advocates, newsletters, professional societies and listserves on April 3, 2002. 

Print Coverage 

"States are Relaxing Rules on Painkillers: Improving Care at the End of Life," in The States, May 
1999. 
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Newsletter, August 1999. 

"Can Doctors Put their Fears to Rest?," in Medical Economics, February 21, 2000. 

"Highlight: The Pain & Policy Studies Group (PPSG)," in ASPMN Pathways, March/April 2000. 

"More Opiates Used to Treat Severe Pain," in Reuter's Health Information, April 4, 2000. 

"Abuse of Opioid Painkillers by Patients is Uncommon, Study Finds," in Oncology Times, April 
5, 2000. 

· "High Use of Narcotic Painkillers is Not Linked to Aabuse," in The Oregonian, April 5, 2000. 

"Study Finds Drugs for Pain Not Abused: Results Support Efforts to Manage Pain in People with 
Long-Term Illnesses," in The Milwaukee Journal Sentinel, April 5, 2000. 

"Study: Narcotic Abuse May be Overstated,." in Wisconsin Week, April 5, 2000. 

"Less Pain Means Gain for Medical Treatment," in The Daily Oklahoman, April 11, 2000. 

"Silent Suffering," in TIME Magazine, April 17, 2000. 

"Study Shows Lower Rates of Opioid Abuse," in The Badger Herald, April 18, 2000. 

"Timely Tidbits for April," in Media Tactics, April/May 2000. 

"Increasing Use of Opioid Analgesics has Not Exacerbated Addiction," in The Brown University 
Digest of Addiction Theory and Application, May 2000. 

"Study: More Patients Resorting to Alternative Therapies," in the Dayton Daily News, May 9, 
2000. 

"As Pain Medication Use Increases, Abuse Remains Low,n in Medical Directions, Summer 2000. 

"Literature Abstracts," in The Network News, Summer 2000. 

"Opioid Analgesia: Medication Use Not Linked to Drug Abuse," in the APhA Drug Info Line, 
June 2000. 

"Pain Treatment and Drug Abuse, Apparently Unconnected," in The New York Times, July 18, 
2000. 

"Literature Abstracts," in The Network News (Published by Memorial Sloan-Kettering Cancer 
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"Use of Narcotic Pain Medication Remains Low as Medical Use Increases," in PCS Newsletter: 
News for Fellows of the Philippine College of Surgeons, August 2000. 

"Improving Pain Management," in Prescriber's Letter, Vol. 7, No. 9 September 2000. 

"Triplicate Prescription Forms in Maine," in Bangor Daily News, September 28, 2000. 

"Patient Danger Seen in Druggist 'Conscience' Bill," in The Capital Times, April 30, 2001. 

"Pain Management Policies: An Evaluation," in State Health Notes, Vol. 21, Number 336, 
November 6, 2000. 

"Drug Diversion and Dependency," in Journal of the Pharmacy Society of Wisconsin, Nov/Dec 
2000. 

''New Pain Policy Evaluation Guide," in Your Last Acts Partner Letter, November-December 2000. 

"Regulatory Update," in Cancer Pain Forum, Winter 2000, Issue 2. 

"Treating Pain is No Simple Matter," in The Milwaukee Journal Sentinel, January 8, 2001. 

"Spotlight on the Pain & Policy Studies Group," in The Pain Connection: the Newsletter of the 
American Pain Foundation, Spring 2001. 

"Playing with Pain Killers," in Newsweek, April 9, 2001. 

"Study Evaluates Pharmacists' Knowledge of Attitudes Toward Pain Medication Dispensing," in 
Nation Boards of Pharmacy Newsletter, July 2001. 

"Program Highlights," in University of Wisconsin Comprehensive Cancer Center Annual Report 
2000-2001. 

"Champion of Change Dr. June Dahl: Her Long Fight for National Pain Management Standards 
Comes to Fruition," in Quarterly - The Magazine for f!niversity of Wisconsin Medical School 
Alumni and Friends, Vol 3, No 2, Spring 2001. 

"Regulatory Attitudes Improve, But Fear of Opioid Use Continues," in The Quality Indicator: 
Physician Resource, April 2001. 

* "Study of Potential Barriers to Accessing Interventional Pain Management Procedures in 
Medicare," A study conducted by The Project HOPE Center for Health Affairs for the Medicare 
Payment Advisory Commission, December 2001. 
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* "Getting the Relief You Need," in Seattle Times, January 2002. 

* "The Politics of Managing Pain." in The States: Regional News of Interest to AARP Members, 
January 2002. 

* "Doctor Defends Prescribing Powerful Painkillers," in Charlotte Observer, February 2002. 

Radio Coverage 

AMA Radio. April 5, 2000. 

World Wide Web Coverage 

"Benefits from opioids outweigh risks, study says," www.cnn.com. 

"Drugs for pain management don't lead to abuse," www.iointogether.org. 

"Examining opioid use: New hope for tenninally ill patients," www.lastacts.org. 

"Good news on opioids: Use is up, abuse is down," https://webmd-practice.medcast.com. 

"Increase in opioid analgesia does not necessarily mean increase in abuse," www.pslgroup.com. 
(listserve). 

"Increase in opioid analgesia does not necessarily mean increase in abuse," 
pain_ chem_ dep@peach.ease.lsoft.com (listserve ). 

"Increase in opioid analgesic use doesn't necessarily equate to increase in abuse," 
www.lastacts.org. 

"More opioid use for pain control does not increase drug abuse," https:/lwebmd 
practice. medcast. com. 

"Narcotic painkillers don't raise risk of drug abuse: Prescriptions went up, drug abuse went 
down," www.webmd.com. 

"New Guide on Federal and State pain Policy Now Available," Last Acts Policy Newsletter, vol 
1, issue 6 ( email newsletter). 

"Opioid use up but abuse waning: Wider availability does not lead to overuse, study finds," 
www.healthscout.com. 
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"Pain meds do not increase drug abuse," www.soundpartners.org. 

11Study shows greater morphine-like prescriptions not causing greater abuse,"www.wrn.com. 

"Study shows that abuse of narcotics remains low as medical use increases," www.lastacts.org. 

* ''Nursing home patients' pain underestimated, officials say", in The Charleston Gazette Onli11e, 
www.wvgazette.com. 

* ",New Guide on Federal and State Pain Policy Now Available" in Last Acts Policy Newsletter 
- Volume 1, Issue 6, September 2000. 

* ''New Pain Policy Resource Available" in BoardNet News (Federation of State Medical Boards 
online newsletter, October 13, 2000. 

* "PPSG Releases Annual Review of State Pain Policies 2000" in Last Acts Policy Newsletter­
Volume 2, Issue 2, February 2001. 

"'"Abuse of Powerful Pain Reliever Rising" in The Round Up New Mexico State U (U-Wire), 
March 15, 2001. 

"'"PPSG Annual Review of State Pain Policies Available" inAACPI update, March 16, 2001 
(listserve ). 

* "PPSG Study Reports on Phannacists and Pain Policy" in Last Acts Policy Newsletter-Volume 
2, Issue 4, April 2001. 

"'"Regulatory Attitudes Improve, But Fear of Opioid Use Continues" in Premier Healthcare 
Resource, Inc., April 200 I. 

''Balancing the response to abuse and diversion of pain medications," 
pain_ chem_ dep@peach.ease.lsoft.com (listserve ). 

"Recent publications of the Pain & Policy Studies Group," 
pain_chem_dep@peach.ease.lsoft.com (Iistserve). 

"Recent publication from the PPSG re: PMPs," pain_chem_dep@peach.ease.lsoft.com 
(listserve). 

"No relief' in www.salon.com, April 4, 2002 (DJ) 
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October 8, 2002 

Robert C. Andresen 
Administrative Officer 

THE 
R9BERTW®D 
JOHNSON 

FOUNDATION 

Research and Sponsored Programs 
/ University of Wisconsin-Madison 
~niversity A venue, 4th Floor 

Madison, WI 53706-1490 

Reference: I.D. #036509 - Financial Report Received/No Payment 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End-of-Life Projects Initiative: a project to assess states' pain policies. 

In reviewing your recent financial report, we note that you have overexpended the 
approved budget categories "Other Direct Subtotal" and "Personnel Subtotal" by more 
than 5 percent. Please submit a letter which explains these overexpenditures. 

Also, in reviewing the final status of this grant, we note that a letter of explanation 
was requested for the overexpenditures on the "Other Direct Subtotal" per our letter 
dated October 18, 2001. Please submit this outstanding letter of explanation to the 
Foundation. 

Cumulative expenditures as of April 30, 2002, have been $977,073. The Foundation has 
made payments to date totaling $761,573 leaving you a cash deficit as of April 30, 2002, 
of $215,500. We will release your final payment once the letters of explanations are 
received. Please submit these required letters by October 21, 2002. 

If I can assist you further, please contact me at 609-627-5844. 

Sincerely, 

~vu--
Sophia Kounelias 
Financial Analyst 

ISXK 

cc: David E. Joranson,r .S.S.W. 
Rosemary Gibson 

Office of the Vice Pm idem and Treasurer 

Route land College Road Em Pose Office Box 2jl6 Princeton, New Jersey 08543-2316 (609) 452-8701 
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September 24, 2002 

Sophia Kounelias 
Financial Analyst , 
The Robert Wood Johnson Foundation 
Route 1 and College Road East 
P. o. Box 2316 
Princeton, N J 08543-2316 

In reply, please refer to 
lJW Acct No. 133-CW36 

RE: Grant # 036509 

Dear Ms. Kounelias: 

Enclosed is the final financial report for Year 3 on the above-referenced 
grant for the period February 1, 2002 through April 30, 2002 under the 
direction of David Joranson in the Pain and Policy Studies Group at the 
University of Wisconsin-Madison. 

Total expenditures for this project were $977,070.35. The total award 
amount was $998,000.00. The University of Wisconsin has received 
$761,573.00 from the Robert Wood Johnson Foundation for this grant. Once 
our final report has been reviewed, would you please release the final 
payment of $215,497.35. 

Thank you for your support of this project. If you have any questions 
regarding this report, please contact me at 608/262-9028. 

Enclosure 
Cc: Joranson, David - Med Sehl Pain Study 

Kline, Janet - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 A.W. -Peterson Building 
750 University Avenue 
Madison, WI 53706-1490 

Sincerely, 

j~£!:!~~ 
Acc'j.fn~ant 

Telephone (608) 262-3822 
Fax(608)262-5111 

Home Page http:l/www.rsp.wisc.edu 
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FA: SXK PA: JMS PO: RG 
Project Director. David E. Joranson (608-263-7662) 
Fiscal Officer: Robert C. Andresen (608-262-2896) 

Budget for Year: 3 
Revised: Apr-29-2002 

Item 

PERSONNEL 
Project Director 
Co-Director 
Project Advisor 
Project Analyst 
Res Program Manager 
Info Processing Cons 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Office Assistant 
Fringe Benefits 

Personnel. Subtotal 
OTHER DIRECT COSTS 

Supplies 
Computer Supplies 
Duplicating/ Printing 
Telephone 
Postage 
Service Agreements 
Software 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSULTANT/CONTRACTUAL 

Cons/Contrct Subtotal 

Grand Total 

Approved 
Buds_et Amount 

24,435.00 
11,230.00 
3,031.00 
9,163.00 

12,732.00 
9,981.00 
6,848.00 
8,989.00 
5,964.00 
2,805.00 

31,998.00 
127,176.00 

933.00 
250.00 

2,864.00 
1,077.00 

750.00 
1,500.00 
3,250.00 
5,700.00 

16,324.00 
12,915.00 

20,250.00 

176,665.00 

. iJ1 0,; yV.ttifP,liLlU,l)vU }vF-'- ti , 

FINANCIAL REPORT 
The Robert Wood Johnson Foundation 

P.O. Box 2316 
Princeton, NJ 08543-2316 

Phone: (609) 452-8701 Fax: (609) 452-9564 

UW Account #133-CW36 

Grantee: University of Wisconsin-Madison 
Grant Number: 036509 for (EOL} 
Budget Period: Aug-01-2001 to Apr-30-2002 
Grant Period: Aug-01-1999 to Apr-30-2002 

EXPENDITURES 
Period 1 Period 2 Total Variance 

8/01 -1/02 2/02 -4102 

28,300.40 14,075.43 42,375.83 (17,940.83) 

11,962.44 6,147.05 18,109.49 (6,879.49) 

3,095.62 3,095.62 (64.62) 

9,774.73 4,860.51 14,635.24 (5,472.24) 
9,845.49 6,103.65 15,949.14 (3,217.14) 
5,119.29 5,119.29 4,861.71 
7,549.49 3,911.25 11,460.74 (4,612.74) 

5,625.00 3,375.00 9,000.00 (11.00) 

8,304.92 4,088.58 12,393.50 (6,429.50) 
2,012.76 877.72 2,890.48 (85.48) 

29,733.09 14,340.65 44,073.74 (12,075.74) 

121,323.23 57,779.84 179,103.07 (51,927.07) 

926.00 926.00 7.00 

270.00 270.00 (20.00) 

2,586.54 2,586.54 277.46 
1,206.71 1,206.71 (129.71) 

750.00 750.00 
716.25 716.25 783.75 

3,380.06 2,559.94 5,940.00 (2,690.00) 

7,408.91 7,408.91 · (1,708.91) 

17,244.47 2,559.94 19,804.41 (3,480.41) 
12,471.09 5,430.58 17,901.67 (4,986.67) 

2,000.00 2,000.00 18,250.00 

151,038.79 67,770.36 218,809.15 (42,144.15) 
':Y 

l&}'l~\.\¼ C. /ZA~~ \ '-t:? 
Robert C. Andresen, Administrative Officer 

! 

-

-
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' THE 
~BERTW®D 
JOHNSON 

November 21, 2002 

Robert C. Andresen 
Administrative Officer 
Research and Sponsored Programs 

FOUNDATION 

( University of Wiscon5jn-Madison.------------
750 Omvers1fy Avenu ·loor 
Madison, WI 537 -1490 

Reference: I.D. 

Dear Mr. Andresen: 

This is in reference to your Robert Wood Johnson Foundation grant in support of the 
Targeted End~of-Life Projects Initiative: a project to assess states' pain policies. 

Your final financial report indicates that as of April 30, 2002, you have had cumulative 
expenditures of $965,493. The Foundation has remitted payments to date totaling $761,573 
leaving you a cash deficit of $203,920. Enclosed with this letter is our final payment 
in the amount of $203,920. 

This completes your financial reporting obligations with respect to this grant. We are 
glad we were able to assist you in this important endeavor. 

Sincerely, 

Sophia Kounelias 
Financial Analyst 

/SXK 
Enclosure 

cc: David E. Joranson, ,M.S.S. W. 
Rosemary Gibson J 
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University of Wisconsin-Madison 
Graduate School. Research and Sponsored Programs 

Fax Cover Sheet 

To: 
Company: 
Telephone~ 
Fax: 

From: 
Date: 
Total Pages: 
Subject: 

Comments: 

Sophia Kounelias 
Robert Wood Johnson Foundation 
609-627-5844 
609-62 7 -6416 

Mary C Koscielniak 
11/1112002 
4 
Grant # 036509 

Att~ched is a revised financial report for year 2 on this grant, along with my cover letter and 
the Department's letter of explanation for the overex-penditures in software and travel and a 
reduction of expanses in supplies, telephone and postage. 

The original signed letters and report will be mailed to you today. Thank you for your patience 
and assistance in this matter. 

400 A.W. Petel'1-on Buildlng 
750 UniYeSSity ;Wenue 
Maid{son, WI 53706-1490 

Ts1ephonc (6011) 262•3822 
Fall (SOS) 262-5111 

HOITllil Page htti:,:/JwwW.rcp.wisc.ec:1u/ 
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University of Wisconsin-Madison 
Graduate Sctu:>ol, Research and Sponsored Programs 

November ll, 2002 

Sophia Kounelias 
Financial An.alyst 
The Robert Wood Johnson Foundation 
~cute land College Road East 
P. o. Box 2316 
Princeton, NJ Q85i3-23l6 

RE: G~ant # 036509 

In reply, please refer to 
OW Acct No. ll3-CW36 

Enclosed ia the revised ann~al financial report for Year 2 on the above­
referenced grant for che period August 1, 2001 through July ll, 2002 under 
the direction of David Joraneon. This is in reapon9e to your previous 
request for the year l rebudgeting and justification for overexp~nditurea. 

The Pepartment has prep~red a letter of e~planation tor the travel and 
software expendi~~res ever h~dget. The e~~pliee, ~elephonc and postage 
e~pen6ea have been reduced. Their letter iij enclosed. 

Total reviecd expenditures for thi~ project we~e $965,491.55. The 
University has received $761,573.00 from the Roherc Wood Johnson Foundaeion 
for this grant. Would you please release the final paytnent of $203,918.55 
~hen your review of this report ha- been completed. 

Thank you for your aupport of this project. If you have any questions 
regarding this repo~t, please contact me At 608/,62-9028. 

Enclosur@ 
cc: Joranson, David - Med Sehl Pain Study 

Kline, Janet - Med Sehl Pain Study 
Medical School Fiscal Services 
File 

400 A.W. Peterson Building 
750 unIversl1y Avenue 
Madison. WI 53706-1490 

Telephone (606) 262-3822 
Fax (608} 262-5111 

Moma P-age http:f/www.n:p.wisc.edu 

Q02 
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fA: SXK PA: JMS PO: RO 
Pmjeci Oirecior: David E. Joranscm (60&-253-7662) 
Fiscal Officer: Robert C. Andreseri (tiOS-262-2.8:96} 

Budget for Vear: .2 
Revised: 

Hem 

PERSONNEL 
Project Director 
Co-Dimctor 
Project Advisor 
Project Anafyst 
Res Pfogram Manager 
Info Processing Cans 
Assoc Rsch Spec 
Outreach Specialist 
Program Assistant 
Offioo Assistant 
Fringe Seneft1s 

Personnel Sub1otal 
OTHER DIRECT COSTS 

Supplies 
Computer Sup.plies 
Ot.rplicatingJPlinting 
Telephone 
Posf.a.ge 
Service Agreements 
Soffware 
Travel 

Other Direct Subtotal 
INDIRECT COSTS 
CONSULT ANTICONTAACTUAL 

Cons/Contrct Subtota1 

Grand Total 

Appro11d 
Sud.s_et Amount 

46,104.00 
21.169.00 

5,?tB.00 
17,286.00 
24,022..00 
16,833.00 
12,921.00 
16,960.00 
11,.252.00 
.5,29.2.00 

60,372.00 
219,951.00 

2,700.00 
500.00 

2,865.00 
2.155.00 
1,500.00 
3,500.00 
6,500.00 

15,960.00 
35,180.00 
2-4,762.00 

~4.000.00 

341,803.0ll 

REVISED FINANCIAL R£P0Rl 
The RobH'l Wood JohRson foundation 

P.O, BolC 2J15 
Princeton, NJ 08543-.2316 

Phooe: (609)-452~701 fax: (609) 452-9564 

UW Account #133-CW38 

Gmnlee: Unlver51ty o1 W'l1u::i:msln--Malflson 

EXPENDITURES 
Period 1 Period 2 

s,ao - 1101 2/D1 - 01101 

22,710.76 24,326.06 
13,809.36 13.425.76 

2;925.00 2,925.00 
9,398.76 9,391U6 

,,.soa.oo 9,M0.00 
9,305.52 9,305.52. 
S,618.00 9,160.00 
7,417.26 11,241.39 
2,927.98 7,102.16 
3,812.02 3,922.80 

29,632.78 31,296.09 
123,3-65.46 128,945.54 

249.05 2,296.17 
295.'12 239.20 

10.00 SM.75 
44.-47 i,353.33 

1,365.69 160.02 
1,481.82 
4,254.01 4,.2:4-1.94 

fB,337.86 9,049.96 
26,048.02 16,058.37 
13,447.21 13,230.JS 

15,295.50 3,741.◄0 

.,..,8,156.19 U.13,975.66 

Gram Number. 035509 ra, (EOl) 
Budget Period: Aug-01-2000. lo Apr-30-2001 
Gran1 Period: Aug-01-1999 lo Ap-r-30-2002 

Tctal Variance 

47,038.84 (934.84) 
27,235.12 (6,046.12) 

5,850.00 (132.00) 
Ul,797.52 (1,509.52} 
21,648.00 2,314.00 
l&,61 i.04 221.96 
18,778.00 (5,857.00) 
15,651Ui5 1,301.35 
10,030.14 1,221.86 
7,734.82 (2,442.62) 

60,92fU7 (556.67) 
252,311.00 (12,360.00) 

2,545.22 154.78 
534.32 (34.3:2) 
704.75 2,H:10.25 

1.J!l7.80 757.20 
1,545.71 {45.71) 
1,481.82 2,018.18 
6,506.95 (2..008.95) 

27,3e7.&2 (11,427.82) 
44, 100 . .31! (8,92{;.39) 
26,677.56 (1,915.56) 

19,036.90 24,S63.10 

342,1JUIS 1,781.15 

~~\~~~-:.:~ 
\_\ 

I­
I-

" I-
I-

i 
1-
w 
A. 
IJ) 

11'1 
& 
OJ 

• I.D 

-I­

CD 
I-

I 
I­
C!\ 

-
e 
~ 
l> 

~ 



P-43071 _ 00201
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PAIN&: PotICY SnmIES GROUP 

-

WHO Collaborating Center 
for Policy and Comnu.mlcations 
in Cancer Care 

No,ioember 7. l002 

Sophi• Koun.elias, financial Analyst 
~ Wc,od Johnson Foundation 
Roure I 1111d College Road East 
Post Offi~e Sox 2316 
Princeton. NJ OIS43-23 lli 

Reference: lWJF # 036509, UW # 133-CW36 

N0.294 

r ,m writing io explo1in the overexpenditll.res in the Other Direct Costs category for Year 2 (Augost 2000 through July 2001) 
of the a'bOYe rcf'crem:ed grant. :Sccinuie 1 started as the Program Administrator in June 2002. I wiu unfamiliar with the 
e.(pendimrcs made! during Year 2. However, after reviewing tlu: 01hcr Direct Costs expenditures, it seemed to me that 
several of the line items were inappropriate (Supplies, Tclopbono, Postage) and J have tra11sfmed the expenditures 
accordingly, see !able:: below. 

Other Direct Costs Budget ExpendiNra Transfer :bvised Variimce 
Supplies $2,700.00 $9,lll.S9 ($6,637.37) $2,545.22 $1S4.18 
Computer Supplies; SS00.00 $S34,32 $0.00 $5:34.32 ($.34.32) 
Duplicating/Printing $2,165.00 $104.15 $0.00 $704.75 S2.160.Z.S 
Telephone $2,lSS.OO $4,492.36 ($3,094.56) Sl.397.80 $757.20 
Postage S1,.SOO.OO $2,436.53 ($890.12) $l,S45.71 (.$45.71) 

service Agreerm::nt.s SJ.000.00 $J,48U2 S0.00 S1.48U2 Sl.518.H 
Software $6,500.00 $8,508.95 $0.00 $8,508.95 ($2,008.95) 
Travel $15,960.00 $27,317.82 $0.00 $27,387.82 (SI 1,427.82) 

Othor Direct Costs Total $3S,UO.OO $54,729.14 ($10,622.75) $44,106.39 (SB,92.S.39) 

As for \ho other two overexpcndirw-es: The Softwero expenditure reflects tho ildlUII cost!: of 21 subscription to LexisNexis 
online service ($540/snonth), plus annual tduc:llti.onal s.ito li.ce11sC!11 (WordPerfect, SPSS, Paradox:, Oroupwise, Reference 
Manager, lll!g Teleform) for project staff. The o.riginal Tl"lllvcl buQget was for expi!n&~s for project staff to attmd various 
scienritic meednp/ccmferences such as American Pain Society, Pe.in Mane.eemem and Chemical Dependency, State Cancer 
Pain Initiative, and St.arc Commun icy l'iutncrships to present research dawproducfS. The Travel overexpcn<hturc occurred 
for two masons. One, project s1aff em:ndcd additional meetings. including American Society for Law, Medicine, and Ethic:;s, 
and National Association of State Con.trolled Substances Authorities. T\Vo, the orisinal Travel budget underestimated the 
cost of rhe trips, which were for 3--4 nights each. and included rogistration fees, plane fare, lodging, meals, and ground 
transportation. 

l hope that thili exphm.ation meets with the approval of the Foundation. 

Sin~erely, 

UW f'Amprelwruivc Cancer Center, Uni,•rniq• ilf Wisconsin-~faJisun Medicnl Schon! 
406 &:icw.:dlrive, SuirdC2 Madison, WI 537J 1,1068 USA (608) 26],7fi6ZFAX: (608} 263.0259 

v,-v,,·w .,nedsch. Wi:11:,l'QU/pai nJTIUcv 

004 
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p AIN & POLICY STUDIES GROUP 

PRESS RELEASE Contact: Kim Solberg 
(608)262-9272 

ABUSE OF NARCOTIC1 PAIN MEDICATIONS REMAINS LOW 
AS MEDICAL USE INCREASES 

Madison, WI - An article published in the April 5th Journal of the American Medical Association 

(JAMA) challenges the conventional wisdom that drugs used for relief of severe pain-such as morphine-are 

widely abused. The work was done by the Pain & Policy Studies Group (PPSG) of the University of 

Wisconsin Comprehensive Cancer Center. 

First, the study found that from 1990 to 1996 there were significant increases in the amounts of 

opioids such as morphine prescribed by physicians in the U.S. (Morphine and otheropioids are medically 

essential for the relief of severe pain and are approved for medical use by prescription only.) "Although there 

are many ways to treat pain. the increased medical use of opioids is a strong indicator that we are making 

progress to improve pain management," said David E. Joranson. lead author and Director of the PPSG. 

Second, the study found that abuse of opioids was low and stable, accounting for a small part (less 

than 5%) of the national drug abuse problem, as measured by drug overdoses. (Opioids have a potential for 

abuse and are controlled under federal and state law as controlled substances.) From l990to 1996 abuse of 

opioids increased 6.6 % in contrast to the abuse of the category illicit drugs, including cocaine and heroin 

which increased by l 09 %. "At a time when abuse of illicit drugs continues to increase, it is reassuring that 

abuse of opioid pain medications is a small part of the U.S. drug problem," said Jonm.son. 

One of the reasons for inadequate pain management is that health professionals fear that opioid 

medications will be abused. Co-author Karen Ryan. Chief Policy Analyst for the PPSG, said ''Th.is study 

suggests that increased use of opioid pain medications resulting in abuse may be based more on myth than 

reality. This is exceptionally good news for pain patients and for public health officials." 

-more-

1"Narcotic" is an old legal term wbidi is being replaced by the modem medical term "opioid." 
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According to Joranson, ''However, we must continue to exercise caution with opioids, since there 

is an illicit demand for these drugs. Health care professionals and patients should continue to exercise 

appropriate care to avoid diversion and abuse of pain medications." 

According to Ms. Ryan, 'These results indicate that the U.S. could be a model for how to 

achieve a balanced controlled substances policy, that is, one which can improve the availability of 

opioids for medical purposes while limiting abuse." 

The article, titled "Trends in Medical Use and Abuse of Opioid Analgesics," examined data from 

two sources sponsored by the federal government: l) medical use data from the Automation of Reports 

- and Consolidated Orders System (U.S. Drug Enforcement Administration) that collects information on 

the national distribution of selected drugs to pharmacies and hospitals, and 2) abuse data from the Drug 

Abuse Warning Network (Substance Abuse and Mental Health Services Administration) that collects 

data about drug overdoses from a nationally representative sample of general hospital emergency 

departments. 

For morewormation about the JAMA article, the Pain & Policy Studies Group, federal and state 

pain-related policies, and a variety of resources about pain and policy, contact 

http://www.medsch.wisc.edu/painpolicy. The Pain & Policy Studies Group is a World Health 

Organization Collaborating Center for Policy and Communications in Cancer Care. Its mission is the 

study of publie policy in relati!;m to pain management. The PPSG program of policy research, 

development, and education is funded primarily by the Robert Wood Johnson Foundation. 

-more-
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Medical Use and Abuse of Morphine in the US 

Percent of Abuse Mentions 
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This graphic presents trend information from 1990 to 1996 about morphine use and abuse. The information comes from two data systems 
that are maintained by the federal government, DAWN and ARCOS ( described in the press release). The graphic shows that the abuse of 
morphine (one of the opioid analgesics used for severe pain) remained very low and stable, while the medical use of morphine increased 
substantially. · 

* 1991 Medical use (ARCOS) data interpolated due to incomplete reporting. 

Source: U.S. Drug Enforcement Administration & SAMHSA Drug Abuse Warning Network 

By: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating Center, 1999. 
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Special Article 

Targeted End-of-Life Projects Initiative 
"Building Capacity to Promote Pain Policy Through 

Evaluation, Research and Communication" 
Grant# 036509 

,_ -- --------

Pain Management and Prescription Monitoring 

David E. Joranson, MSSW; Grant M. Carrow, PhD; Karen M. Ryan, MA; Linda Schaefer; Aaron 
M. Gilson, PhD; Patricia Good; John Eadie, MA; Susan Peine; June L. Dahl, PhD 

Pain & Policy Studies Group, University of Wisconsin Comprehensive Cancer Center (DEJ, 
KMR, AMG), Madison, WI, USA; Massachusetts Department of Public Health, Drug Control 
Program (GMC), Jamaica Plain, MA, USA; Texas Department of Public Safety (LS), Austin, TX, 
USA; U.S. Drug Enforcement Administration, Office of Diversion Control (PG, SP), Arlington, 
VA, USA; Wadsworth Center for Laboratories & Research, Department of Health (JE}, Albany, 
NY, USA; Department of Phannacology, University of Wisconsin (JLD), Madison, WI, USA 

Address reprint requests to: 
David E. Joranson, MSSW 
Pain & Policy Studies Group, 1900 University Avenue, 
Madison, WI 53705-4013 
Tel: (608)263-7662 
Fax: (608)263-0259 

Funded by the Robert Wood Johnson Foundation -
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Pain Management and Prescription Monitoring 

Abstract 

Preventing diversion and abuse of prescription controlled substances while ensuring their 

availability for legitimate medical use is an important public health goal in the United 

States. In one approach to preventing and identifying drug diversion, seventeen states 

have implemented prescription monitoring programs (PMPs) to monitor the prescribing 

of certain controlled substances. While PMPs are not intended to interfere with 

legitimate prescribing, some in the pain management community feel that they negatively 

affect prescribing for pain management. This article describes a collaborative project 

initiated by the Pain & Policy Studies Group which brought together regulatory and pain 

management representatives twice in 1998 to share perspectives and reconcile differing 

views on the effects of PMPs. The ultimate goals of this project are to provide accurate 

infonnation to healthcare clinicians about PMPs, better define the balance between 

preventing drug diversion and providing pain management, and promote continued dialog 

and cooperation among the groups. 

Key words: prescription monitoring programs, triplicate prescriptions, single-copy 

serialized prescriptions, multiple copy prescriptions, electronic transmission, pain 

management, controUed substances, opioid analgesics, drug diversion, prescription drug 

abuse 

Word count: 150 

2 
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I. Prescription Controlled Substances and Pain 

Undertreatment of pain is a major public health issue in the United States. 1-8 There are 

many safe and effective ways to treat pain. Drug therapy with opioid analgesics plays an 

important role in pain management and should be available when needed for the 

treatment of acute pain and chronic cancer, as well as non-cancer, pain.6
•
9
-
14 Clinicians 

should be knowledgeable about using opioids to treat pain, and should not hesitate to 

prescribe them when opioids are the best clinical choice oftreatrnent. 15 Since opioids 

have a potential for abuse, they are controlled substances under federal and state law.16
•
17 

Practitioners must know and comply with federal and state laws and regulations, and 

exercise sound professional judgement when prescribing opioid analgesics to minimize 

diversion and abuse of these drugs. 

II. Prescription Controlled Substances, Drug Abuse, and Diversion 

The diversion of prescription controlled substances to illicit channels is a public health 

and safety issue. These medications are diverted in numerous ways, including theft, 

forgery and counterfeiting of prescriptions; illegal sales of prescriptions and drugs; 

fraudulent activities that victimize physicians, phannacies, and patients; and by a small 

percentage of physicians who write prescriptions indiscriminately because they are 

dishonest, disabled, deceived, or dated in their practices.18
-
20 Misuse and abuse of 

prescription controlled substances can and does lead to serious health consequences, 

including "drug dependence, overdose and deaths."18 There is a need for additional 

studies to document the amount of opioid analgesics that is diverted from prescriptions, 

or compare this source of diversion with other sources, such as from pharmacy thefts.4 

The nature and extent of prescription drug abuse has been reported by the Drug 

Enforcement Administration (DEA),21 and the abuse trends of opioid analgesics have 

been evaluated.22 

3 
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III. The Role of Law and Government Agencies 

There is no question that it is legal under federal and state law for duly licensed and 

registered physicians, phamiacists, and nurses to prescribe, dispense, and administer 

controlled substances for legitimate medical purposes and in the usual course of 

professional practice. Although all state laws are based on this premise, the provisions 

may differ from state to state. The National Conference of Commissioners on Unifomi 

State Laws (NCCUSL) provides a model act to which states can refer. 17 

State and federal government agencies respond not only to the diversion and abuse of 

opioids and other controlled substances, but also to the treatment needs of patients, 

including those in pain. Regulatory agencies endeavor to ensure that the professionals 

who care for ill and injured persons are qualified to do so. State govermnents examine 

and license healthcare professionals and facilities. The DEA and some states issue 

control1ed substances registrations to state licensed practitioners for prescribing, 

dispensing, and administering controlled substances. State and federal agencies enforce 

security and record-keeping to protect the manufacture and supply of opioid medications, 

while the federal government ensures their continued availability by setting production 

quotas that satisfy legitimate medical needs. Regulatory agencies also work to reduce 

drug abuse through substance prevention, treatment programs, and law enforcement. 

They also investigate and take appropriate action when there is evidence of illegal 

activity, practitioner impairment, or incompetence. 

IV. Evolution of State Prescription Monitoring Programs 

It is within this broad context that a number of states have established prescription 

monitoring programs (PMPs). (Table l describes the current status of PMPs in the 

United States.) Typically, PMPs collect prescribing and dispensing data from 

pharmacies, conduct review and analysis of the data, and disseminate it to appropriate 

4 
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regulatory and law enforcement agencies. Following the lead of New York State in the 

191 Os, California and Hawaii enacted PMPs in the 1940s. By the 1980s, seven more 

states had added PMPs. These early programs required that physicians use multiple copy 

fonns ( duplicate or triplicate) to write prescriptions for Schedule II controlled substances, 

and that phannacists send one copy to the state after dispensing a drug. Physicians were 

usually required to obtain prescription fonns from a state agency, and some states 

charged a fee for the forms. After verifying the practitioner's credentials, the relevant 

state agency issued the requested fom1s. 

In the 1990s, some states initiated PMPs that rely solely on computer technology to 

collect data. In these states, a special prescription form is not required. Pharmacies use 

electronic transmission to enter and transmit electronically to the state the PMP 

infonnation about controlled substances prescriptions that have been dispensed. 

With the advent of recent technological advances, states that used multiple copy 

prescription forms have modified their PMPs to include an electronic element. In 

addition, most of these states replaced their multiple copy fonns with a single-copy, 

serially-numbered form (Hawaii and Idaho use duplicate prescription fonns with 

electronic transmission, and California uses triplicate forms concurrently with its 

electronic transmission system). Rhode Island and Illinois are the only states to 

completely repeal the requirement to use a special prescription form; both states now use 

electronic transmission exclusively. A model prescription accountability act, 

recommended by the National Alliance for Model State Drug Laws and the National 

Association of State Controlled Substances Authorities (NASCSA), provides for a system 

that combines electronic monitoring and a serialized prescription form.23 

In practice, PMPs talce different forms because each state government determines the 

5 
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goals, structure, and organization of its program. Currently, the PMPs are administered 

by professional boards, health departments, human services agencies, and/or consumer 

protection agencies, in 12 of the states, and by justice departments, public safety agencies 

and/or state ·police in the other five states. The manner in which a program is 

implemented depends on its stated goals, the mission of the responsible agency, and rules 

regarding access to the data. 

V. Purpose of PMPs 

The purpose of PMPs is to reduce the diversion of prescription controlled substances. 

Objectives of PMPs usually include: (i) education and information; (ii) public health 

initiatives; (iii) early intervention and prevention of diversion; and (iv) investigations and 

enforcement.20 Prescription monitoring is not intended to interfere with medical 

practice24 and attempts are made to make it minimally intrusive ( e.g., reducing the 

paperwork burden by replacing multiple copy fonns with single-copy serialized forms or 

eliminating forms altogether). PMPs do not require physicians to obtain prior approval to 

issue prescriptions, nor do they impose limits on the quantity that may be prescribed. 

While some state laws limit quantities that can be prescribed in one prescription, such 

limits are established by laws other than those that establish PMPs.25 Regulatory 

agencies that are charged with enforcing the laws with respect to drug diversion also 

recognize the legitimate need for controlled substances in medical care. 26 

PMPs enable law enforcement investigators to obtain prescription information quickly 

and efficiently, thereby reducing time and resources that would be otherwise expended in 

obtaining the information from individual practitioners or pharmacies. PMPs can also 

provide an efficient means of handling complaints, and can result in speedier resolution 

of pending cases, dismissal of unfounded complaints, and avoidance of unnecessary 

investigations. Aggregate data on prescribing trends from most PMPs is usually 
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available for educational and research pwposes. In all uses of the data, confidentiality of 

prescribers, pharmacies, and patients is protected, thereby meeting another goal of 

PMPs.20 

State agencies indicate that a PMP can have a deterrent effect on potential criminal 

activities. Early intervention in illegal activities is one of the identified goals of these 

programs. For example, state authorities report that use of special prescription fonns 

significantly reduces or eliminates prescription forgery. In addition, PMPs are especially 

useful for identifying "doctor shopping," scams, and illicit prescribing and dispensing. 

Drug abusers who are identified as doctor shoppers can be directed into drug treatment or 

prosecuted, depending on the circumstances of the case. PMPs take into account the 

possibility that persons who seek pain medications may be patients with inadequately 

treated pain. 27 

VI. Concerns about PMPs 

Preventing drug diversion and abuse, and ensuring the availability of drugs for medical 

purposes, are often perceived as potentially incompatible goals. For example, there has 

been considerable debate between regulatory and medical groups about the requirement 

for government-issued prescription forms. During the 1980s and 1990s, representatives 

of the medical community expressed concerns that these special forms were an intrusion 

into medical practice and the doctor-patient relationship. They were concerned about 

being investigated and about the additional administrative burden associated with 

handling a special form for this class of medication. Federal and state agencies charged 

with administering controlled substances laws responded that the programs were effective 

in reducing drug diversion, 15 with minimal impact on legitimate medical practice.21
'
24

•
28 

A number of publications have examined the effect of multiple copy fonns on diversion 
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and/or medical practice.29
-
38 The National Institute on Drug Abuse and the Institute of 

Medicine have called for more definitive research in this area.33
•
39 States have worked 

with their medical communities to address their concerns. States, such as New York and 

Texas that are replacing multiple copy prescription forms with an official single-copy 

prescription form and electronic transmission, assert that prescribing on a single-copy 

form rather than a multiple copy form is intended to be closer to the use of ordinary 

prescription forms. While single-copy forms reduce paperwork handling, they retain the 

ability to prevent prescription forgery and counterfeiting.19 

Representatives of the Alliance of States with Prescription Monitoring Programs ("the 

Alliance"), the states with PMPs, and the DEA stress to physicians that prescription 

monitoring data cannot and do not serve as prima facie evidence of illicit activities. PMP 

data can provide an indication of a possible problem that may require further inquiry. 

Further, the PMP administrators stress that it is their intention that PMPs be used to 

enforce state laws in a manner that is most supportive of, and least disruptive to, medical 

and pharmacy practice. 

VII. Collaboration Between Pain Management and Regulatory Groups 

In 1998, the University of Wisconsin Pain & Policy Studies Group (PPSG) initiated a 

collaborative project with the DEA, the Alliance, and the Analgesic Regulatory Affairs 

Committee of the American Pain Society (APS) in order to exchange perspectives on 

PMPs and the prescribing of opioids for pain management. The goal of the project was 

to explore how the groups could cooperate to assure appropriate care for patients in pain, 

while protecting the public from diversion of opioids to non-medical, illicit use. The 

immediate objectives were to: 

enhance cooperation between the DEA, state PMPs, and the pain management 
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community, 

• better define the balance between the provision of opioid analgesic treatment to 

patients in pain and prevention of diversion of opioids into non-medical, illicit 

use,and 

• provide infonnation on these issues to the professionals who care for patients and 

administer controlled substances laws. 

VIII. Meetings 

The PPSG organized two meetings to bring together individuals from these groups. The 

first meeting was held at the University of Wisconsin in Madison, Wisconsin, on July 20-

21, 1998. Fifteen people were invited; thirteen were able to attend.A The meeting began 

with a discussion of the perspectives held by each of the attendees. Following the 

exchange, it was evident to participants that, while there were misconceptions regarding 

some issues, there was a shared interest in improving pain management and preventing 

the diversion of prescription controlled substances. The participants prepared a list of the 

points of agreement. 

The initial points of agreement were refined at a second meeting, held in Charleston, 

South Carolina, on October 29, 1998 during the annual meeting ofNASCSA.9 The nine 

A The representatives at the July 1998 meeting were: For the Alliance - Grant Carrow, Massachusetts 
Department of Public Health; John Eadie, State University of New York; David Hale, Oklahoma Bureau 
of Narcotics; Linda Schaefer, Texas Department of Public Safety. For the APS - June Dahl, APS 
Analgesic Regulatory Affairs Committee; Aaron Gilson, Pain & Policy Studies Group; David Haddox, 
American Academy of Pain Medicine; David Joranson, Pain & Policy Studies Group; David Mackey, 
Mayo Clinic Jacksonville; Karen Ryan, Pain & Policy Studies Group. For the DEA - Patricia Good, 
Office of Diversion Control; Susan Peine, Office of Diversion Control. Other - Thomas D. Wyatt, Jr., 
National Association of State Controlled Substances Authorities. Unable to attend were: William Marcus, 
California Deputy Attorney General; Russell Portenoy, Beth Israel Medical Center. 

B The attendees for the October 1998 meeting were: Grant Carrow, Massachusetts Department of Public 
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participants at the second meeting decided to write a jointly-authored article about the 

collaboration, and to consider future publications regarding PMPs. 

The initial perspectives that were offered by the participants provided guidance for 

subsequent discussions. The group reached consensus on seven issues for which brief 

descriptions follow; where the consensus involved future action, the progress to date is 

noted. 

IX. Consensus 

1) Publications. The participants felt that it is imperative to provide accurate 

information to educate the medical community about the purpose and operation of PMPs. 

A jointly-authored article describing the collaboration will be prepared for publication in 

a medical journal. In addition, information about PMPs will be prepared by the Alliance 

for dissemination to physicians, pharmacists, nurses, and regulators. Both publications 

should describe the common goals of the prescription monitoring and pain communities. 

Progress This article is a result of the collaboration between the PPSG, the 

Alliance, the APS, and the DEA. In addition, the Alliance has prepared a 

document detailing the goals of prescription monitoring.20 The DEA has 

compiled information from the states into two publications: "Prescription 

Accountability Resource Guide"24 and "Committee Report on Establishing a State 

Prescription Monitoring Program."28 The DEA and the National Alliance for 

Model State Drug Laws have compiled additional information from the states for 

another publication: "Diversion and Abuse of Prescription Drugs: A Closer Look 

Health; John Eadie, State University of New York; Patricia Good, Drug Enforcement Administration; 
David Hale, Oklahoma Bureau of Narcotics; David Joranson, Pain & Policy Studies Group; Susan Peine, 
Drug Enforcement Administration; Karen Ryan, Pain & Policy Studies Group; Linda Schaefer, Texas 
Department of Public Safety; Thomas D. Wyatt, Jr., National Association of State Controlled Substances 
Authorities. 
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at State Prescription Monitoring Programs."21 

2) FSMB Guidelines. Many states have adopted pain policies in recent years. Eight 

states have adopted the Federation of State Medical Boards (FSMB) "Model Guidelines 

for the Use of Controlled Substances for the Treatment of Pain.',4° In many states, 

controlled substance, health, and law enforcement agencies have endorsed the 

Guidelines. 

Progress Representatives at the meeting supported the FSMB's Model 

Guidelines. They have also been endorsed by the DEA and N ASCSA, as well as 

by the APS and the American Academy of Pain Medicine (AAPM). 

3) Resource information. The participants recommended that state and federal officials 

and the pain management community increase their efforts to exchange information. For 

example, they advised that pain specialists be available to PMPs to consult on 

interpretation of data. Regulatory agencies receive calls from patients whose physicians 

won't prescribe adequate pain medication for them. The pain management community 

could assist these patients by providing referrals to physicians with appropriate training in 

pain management. The Alliance can be used as a resource for the pain management 

community by providing contacts and information on PMPs in general, or on specific 

states. 

Progress General information on PMPs, including state and federal contacts, is 

available from the Alliance (http://www.nascsa.org/monitoring.htm), and the 

DEA Diversion Control Program 

(http://www.deadiversion.usdoj.gov/pubs/program/index.html). In addition, the 

Alliance and the DEA serve as clearinghouses for specific questions or issues 

concerning PMPs. 

11 



P-43071 _ 00221

4) Reciprocal meetings. The participants recommended that representatives from the 

pain management and regulatory and law enforcement communities present and 

participate in each others' meetings in order to provide information and to address 

questions and misperceptions. This kind of exchange can increase understanding of 

mutual goals, provide an opportunity to communicate about issues that arise, and address 

practitioners' concerns about regulatory oversight. 

Progress Representatives of the DEA, the Alliance, and the FSMB have been 

invited to participate in national and state pain meetings to clarify issues related to 

prescription controlled substances, PMPs, and medical boards' disciplinary 

responsibilities. State agencies routinely provide speakers for meetings of their 

state's medical associations and societies. These presentations have been greatly 

appreciated by clinicians. NASCSA has invited representatives :from the pain 

field to make presentations at its annual meetings. The groups should continue 

these cooperative endeavors. 

5) Scam alerts. Information on the most recently identified "scams" should be included 

on the DEA's web page and in the APS Bulletin. 

Progress The DEA's website contains recent information on scams being used to 

procure prescription controlled substances illegally. It is available on the DEA 

web pages http://www.deadiversion. usdoj .gov/pubs/brochures/drugabuser .htm 

and http://www.deadiversion. usdoj .gov/pubs/pressrel/dr _ scam.htm. 

6) Federal policy. Existing DEA policy recognizing the use of opioids for chronic pain 

should be disseminated more widely in the medical, phannacy, and nursing communities. 

Progress The DEA regulations for prescribing and dispensing controlled 

substances are available on the following websites: DEA Diversion Control 

Program (http://www.deadiversion.usdoj.gov/21cfr/cfr/2106cfrt.htm), 

12 
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Government Printing Office 

(http://www.access.gpo.gov/nara/cfr/waisidx _ 00/2 lcfrl306 _ 00.html), and by link 

from PPSG (http://www.medsch.wisc.edu/painpolicy). A DEA statement on the 

use of controlled substances for pain management is being drafted. It will be 

included in revisions of existing DEA publications about controlled substances for 

physicians, 15 pharmacists,41 and nurses,42 and will be included on its website: 

http://www.deadiversion.usdoj.gov/pubs/manuals/index.html. PPSG 

presentations generally include information about federal policy and 

informational resources. 

7) Data. In keeping with state regulations, data from PMPs should be available to 

researchers to evaluate current trends in prescribing and the effectiveness of educational 

programs. 

Progress Data from prescription monitoring programs are available in the 

publications listed in item 1. Other projects that make use of PMP data, including 

university-sponsored research, are underway in various states. Educational 

facilities, pain management groups, and other specialty groups may find PMP 

data useful in evaluating treatment trends and the effectiveness of educational 

programs on pain management. 

X. Conclusion 

Representatives from pain management and prescription monitoring groups have 

recognized the importance of infonnation exchange and cooperation. Since the meetings 

began in 1998, these groups have taken several important steps to increase cooperation 

and understanding and to nurture a mutual respect for the goals of each discipline. With 

continued activity expected in the states to improve pain management and address drug 

diversion, it is essential to continue these efforts to provide accurate information and 
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promote communication and understanding between the groups involved. 

Providing adequate pain management and preventing diversion and abuse of prescription 

controlled substances are both important public health goals. Achieving both goals 

requires exchange of infonnation and perspectives, identification of issues, and concerted 

action. Increased communication and cooperation between regulatory and pain groups 

can contribute to a good balance between drug control and drug availability. 

Acknowledgment: The authors are grateful to Martha A. Maurer and Jessica A. Nischik 

for their assistance in preparation of this manuscript. 
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Table 1. States with Prescription Monitoring Programs 

STATE I YEAR OF PROGRAM TYPE SCHEDULES/ DRUGS INITIAL YEAR OF 
PROGRAM COVERED PROGRAM INITIAL 
ENACTMENT TYPE PROGRAM 

ENACTMENT 
CALIFORNIA 1996 TRIPLICATE/ELECTRONIC C-II TRIPLICATE 1939 

HAWAII 1996 DUPLICATE C-Il DUPLICATE 1943 
ELECfRONIC C-II, III, IV 

IDAHO I 1997 l DUPLICATE C-Il I TRIPLICATE I 1967 
ELECTRONIC C-II, III, IV 

ILLINOIS 1999 ELECTRONIC C-II 
-

TTRIPLICATE I 1961 

INDIANA 1994 SINGLE-COPY /ELECTRONIC C-II, Ill, IV, V I TRIPLICATE I 1987 

KENTUCKY I 1998 I ELECTRONIC C-II, III, IV, V 

M.ASSACHUSE I 1992 I ELECTRONIC IC-II 
TIS 

MICHIGAN I 1993 I SJNGLE-COPY, SERIALIZED/ I C-Il 
ELECTRONIC 

NEVADA I 1995 I ELECTRONIC I C-Il, III, IV 

NEW MEXICO 1994 ELECfRONIC C-II 

NEW YORK 1998 SJNGLE-COPY, SERIALIZED/ C-II AND 
ELECTRONIC BENZ0DIAZEPINES 

OKLAHOMA 1990 ELECTRONIC C-II 

RHODE 1997 ELECTRONIC C-II, III 
ISLAND 

TE.Xl1.S 1997 SINGLE-COPY, SERIALIZED/ C-Il I TRIPLICATE I 1981 
ELECTRONIC 

UTAH I 1995 I ELECTRONIC IC-II, III, IV, V 

WASHINGT0 1984 TRIPLICATE C-II, ill,IV, V 
N 

WEST 1995 ELECTRONIC C-II 
VIRGINIA 

NOTE: CURRENT AS OF l 0/30/00; PRESCRIPTION MONITORING PROGRAMS ARE SUBJECT TO CHANGE.SOURCES: DRUG ENFORCEMENT 
ADMJNISTRATI0N, "PRESCRIPTION ACCOUNTABILITY RESOURCE GUIDE," SEPTEMBER 1998; AND UPDATED INFORMATION OBTAINED 
FROM ST A TES. 
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regulators and clinicians.] Pain Symptom Manage 2001 ;21 :227-237. © U.S. Cancer Pain 
Relief Committee, 2001. 
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Introduction 
In the U.S., inadequate relief of pain is prev­

alent.1-3 Although there are many effective 
pharmacological and non-phannacologic pain 
treatments available, opioids are essential for 

Address reprint requests to: Aaron M. Gilson, PhD, Pain 
& Policy Studies Group, University of Wisconsin­
Madison, 1900 University Avenue, Madison, WI 
53705 USA. 

Accepted for publication; April 11, 2000. 

© U.S. Cancer Pain Relief Committee, 2001 
Published by Elsevier, New York, New York 

the medical management of moderate to se­
vere acute pain4 and pain due to cancer.1·5•6 

There is also a consensus of pain medicine and 
regulatory experts that opioids are appropriate 
for selected patients with chronic noncancer 
pain.7-IO 

Opioids are controlled substances and are sub­
ject to additional prescription requirements.11 

Their status as controlled substances, however, 
is not intended to affect their legitimate medical 
use. 12 Prescribing opioid analgesics for pain is a 
legitimate medical practice if done in the 
course of professional practice, and has been 
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recognized as such by regulatory and legislative 
groups. I3-l7 Prescribing opioids for pain p<t­
tients with a history of, or current, substance 
abuse also is a legitimate medical practice, as 
long as its purpose is for pain, and not to treat 
addiction. The use of opioids (narcotic drugs) 
for the treatment of addiction is not a legitimate 
medical practice unless the practitioner is regis­
tered as a Narcotic Treatment Program to dis­
pense (but not prescribe) approved drugs such 
as methadone according to strict federal and 
state regulations. 18 The long history of the regu­
lation of opioids as controlled substances, the 
further regulation of their use for the treatment 
of "narcotic addiction," and misunderstanding 
of addiction has contributed to confusion re­
garding the legality of prescribing under various 
circumstances.19•20 

Physicians' concerns about being investi• 
gated by controlled substances agencies or 
state medical boards for prescribing "exces­
sive" amounts or for the wrong patients can 
negatively affect prescribing practices. 11 •21- 27 

Although there is little evidence to support a 
high risk of regulatory sanction for prescribing 
opioid analgesics legitimately for pain,24-28 phy­
sician fears of disciplinary action and criminal 
prosecution are heightened by national media 
coverage of a small number of investigations of 
doctors who have been charged with prescrib­
ing opioids excessively.~31 Concern about pre­
scribing opioids exists not only among physi­
cians in general practice, but also among 
oncologists32 and pain specialists.33 

A study in 1991 examined the question of 
whether physicians are justified in their con­
cern about regulatory oversight.34 A survey was 
used to evaluate state medical board members' 
knowledge and attitudes about the medical use 
of opioids for chronic cancer and noncancer 
pain. The results showed that medical board 
members often defined "addiction" to include 
"physical dependence" or "tolerance," which 
are common in chronic pain patients treated 
with opioids. Neither physical dependence nor 
tolerance is sufficient to define addiction.1,5-7 

In fact, in 1969 the World Health Organization 
replaced the term "addiction" with "drug de­
pendence/ which, like addiction, is character­
ized primarily by compulsive use of a drug 
despite harm to the individual.35 Confusion of 
physical dependence or tolerance with addic­
tion raises the possibility that a physician's opi-

oid for a chronic pain patient could be ·viewed 
as questionable medical practice, if not illegal. 
Indeed, the 1991 survey showed that many 
board members did not accept extended pre­
scribing of opioid analgesics to treat chronic 
pain, especially chronic noncancer pain; many 
would discourage or even investigate this prac• 
tice as a violation of law. If the pain patient 
had a history of substance abuse, nearly all 
medical board members would discourage or 
investigate the prescribing of opioids even 
though such prescribing-if for pain-would 
be legal. These results suggested there could 
indeed be a risk of regulatory investigation or 
discipline to physicians who prescribe opioids 
even when for the legitimate medical purpose 
of treating pain. 

Results of the survey of board members were 
presented to the Federation of State Medical 
Boards of the U.S. (FSMB). Discussions led to 
the development of a series of educational work­
shops about the use of controlled substances 
for pain management, entitled "Pain Manage­
ment in a Regulated Environment." Eleven 
workshops were held between 1994 and 1998 
and were designed in cooperation with the 
FSMB. Faculty members for the workshops rep­
resented the American Pain Society, the Amer­
ican Academy of Pain Medicine, the American 
Society of Addiction Medicine, and the Univer­
sity of Wisconsin Pain & Policy Studies Group 
(PPSG). The workshop curriculum addressed 
opioid pharmacology, pain management, and 
addiction, as well as trends and issues in fed­
eral and st.ate policies relating to the use of 
controlled substances for pain. Both the curric­
ulum and faculty were substantially the same 
for all 11 workshops. The format of the work­
shop also allowed discussion of regulatory and 
clinical practice topics ofinterest to the partici­
pants. Overall, 25% of the total U.S. board 
member population participated in the work­
shops, representing 40 state medical boards. 19 

Between 1994 and 1998 there was a substan­
tial increase in the number of pain policies 
adopted by state medical boards. Some of 
these policies encouraged better treatment of 
pain for patients with chronic cancer and non­
cancer pain, and addressed physicians' con­
cerns about regulatory scrutiny.36 During this 
period, there also were national consensus 
statements about the use of opioids in chronic 
pain,1·9 state pain study commissions and task 

a-
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forces,37 as well as new intractable pain treat­
ment statutes and regulations.38 The full text 
for the consensus statements and policies that 
relate .to the treatment of chronic pain can 
be found on the PPSG website: www.medsch. 
wisc.edu/painpolicy. 

In light of this educational and policy activ­
ity, two sludies were designed to determine 
whether the views of state medical regulators 
about the long-term use of opioid analgesics 
had changed. In Study 1, we re-surveyed all 
state medical board members in 1997 to evalu­
ate any changes in knowledge and attitudes 
since 1991. In Study 2, we evaluated whether 
changes occurred in a different group of medi­
cal board members who participated in any of 
the five educational workshops about pain 
management that were held in 1998. Pre-test, 
posHest, and follow-up surveys were given to 
all participants to assess changes in their 
knowledge and attitudes about opioid analge­
sics and the legitimacy of prescribing such 
drugs for pain. 

Study 1: Re-Survey of State Medical 
Board Members 

Two specific aims guided analyses of the 1997 
re-survey of medical board members. First, re­
sponses from the 1997 sample of medical 
board members were compared to those from 
the 1991 sample. Second, respondents from 
the 1997 sample who had participated in any 
of the six pain management workshops held 
between 1994 and 1996 were compared to 
those who had not participated. The purpose 
of this analysis was to determine any changes in 
knowledge and attitudes that might be due to 
participation in the workshops. 

Methods 
Instruments 

The 1997 study used a self-report question­
naire consisting of 34 pre-tested items about 
clinical and policy issues related to pain. The 
items included those from the 1991 survey,34 as 
well as six items to evaluate new topics of inter­
est. The results presented in this article address 
respondents' perceptions in four major areas: 
(1) cancer pain and its treatment; (2) nature 
and extent of opioid analgesic addiction, 

abuse, and diversion; (3) medical board poli­
cies and legal impediments to pain manage­
ment; and (4) legality of prolonged opioid pre­
scribing in several different patient scenarios. 

Sample 
The revised "Pain Management Survey" was 

mailed to a complete list of 700 state medical 
board members (excluding board administra­
tors and executives) provided by the FSMB. A 
cover letter stating the purpose of the study 
and assuring confidentiality of the individual 
responses accompanied each survey. Two addi­
tional mailings were sent to non-responders. 
Data collection for this study occurred between 
March-July 1997. 

A total of 376 questionnaires (54%) were re­
turned, of which 368 were evaluable for an 
overall response rate of 53%. Respondents rep­
resented all 50 states, as well as the District of 
Columbia and Puerto Rico, with a mean of 
seven respondents per state. 

Statistical Analysis 
The variables of interest for this study had sta­

tiat.ically non-normal di11tribution11, which led IQ 

the use of non-parametric methods for indepen­
dent samples to analyze the data. Survey items 
were analyzed to determine their association 
with the following two dichotomous groups: (1) 
respondents from either the 1991 or 1997 sam­
ple, and (2) respondents who did or did not 
participate in a pain management workshop. 
The Mann-\Vhitney (MW) test was used to com­
pare the groups for variables that were either or­
dinal or categorical. The chi-square test of asso­
ciation was used to compare groups with respect 
to nominal variables. A 0.05 level of significance 
was used for all statistical tests. 

&suits for specific Aim I: Comparison 
of Respondents from the 1991 
and 1997 Suroeys 
Sample 

Due to the national tum-over rate of board 
members, only 6% of the 1997 respondents 
(n "" 20) had participated in the 1991 survey. 
The results presented here, therefore, reflect 
differences in the knowledge and perceptions 
of two separate groups of board members. 

Demographic characteristics of the 1997 board 
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members, as well as for those surveyed in 1991, 
are shown in Table 1. The two samples are 
quite similar. Mean age of the respondents in 
1997 was 56 years (range, 34-81 years). Length 
of service on a state board ranged from l to 25 
years and represented a mean of 5 years. The 
vast majority of board members were physi­
cians. Sixteen percent of the respondents were 
public members and 4% were other health 
professionals. Thirteen percent of the sample 
were members of a state osteopathic board. 
Physician respondents received their medical 
degrees between 1943 and 1991; their median 
year of graduation was 1966. This was the only 
demographic variable that was statistically sig• 
nificant between the 1991 and 1997 samples 
(MW[535] = -5.276, P < .0001), and is 
merely a reflection of the six-year difference be­
tween survey time-frames. 

Cancer Pain and Its Treatment 
Board members surveyed in the 1997 sample 

were more likely than those in 1991 to under­
stand the extent to which cancer pain relief is 
possible. Board members in 1997 believed that 
significantly more cancer-related pain could be 

Table 1 

relieved using available therapies, including 
opioid analgesics (MW[650] = -3.396, P < 
.001). More respondents in 1997 viewed the 
majority of cancer pain patients in their state as 
"undermedicated" (x2[2] "" 11.146, P < .005). 
Thus, medical regulators were more likely in 
1997 than in 1991 to recognize that opioids are 
underutilized as analgesics for cancer pain. 

Addiction, Abuse, and Diversion 
There were no differences in board mem­

bers' responses between 1997 and 1991 regard­
ing the perceived approximate incidence of 
psychological dependence ("addiction") or 
about the extent that diversion and abuse of 
prescription opioids was a problem in their 
community. Most respondents in both surveys 
overestimated the incidence of addiction and 
considered diversion to be a minor to moder­
ate problem. The only statistically significant 
difference between samples involved board 
members' knowledge about the meaning of 
"addiction." Board members were asked to de­
fine addiction using a brief list of several com­
mon terms, such as "physical dependence," "psy­
chological dependence," "tolerance," or a 

Demographic Characteristics of Suney Respondents 

Characteristics 

Full sample 

Age (years) 
Mean 
SD 

Board type 
Medical 
Osteopathic 

Status of board member 
Current member 
Past member 

Capacity of board member 
Physician member 
Public member 
Other health professional member 
"Other" member 
Missing 

Time served on board (years) 
Mean 
SD 

Physician members only 
Year of medical degree, Median 
Currently practicing medicine 

Yes 
No 

No.of 
1991 

surveys 
(n = 304) 

55.22 
10.93 

269 
35 

300 
4 

241 
46 
10 
7 
0 

4.51 
4.01 

1961 

229 
i6 

% 

88.5 
11.5 

98.7 
l.3 

79.3 
15.l 
3.3 
2.3 
0 

93.5 
6.5 

Year of Survey 

No.of 
1997 

surveys 
(n = 368) 

55.67 
10.62 

322 
46 

360 
8 

284 
57 
16 
6 
5 

4.54 
3.68 

1966 

260 
31 

% 

86.8 
13.2 

97.8 
2.2 

77.2 
15.5 
4.3 
1.6 
l.4 

89.3 
10.7 
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combination of terms. In 1997, fewer respon­
dents associated addiction solely with physical 
dependence (x2[1] = 9.558, P < .005). Con­
versely, there was a much greater likelihood in 
1997 for board members.to define addiction as 
psychological dependence alone (:~:2[ l] = 
28.669, P< .001). 

Policy Awareness 
Respondents surveyed in 1997 reported 

more often that their state medical board has a 
policy or guideline for the· appropriate pre­
scribing of opioid analgesics for pain manage­
ment (x:2[1] = 25.003, P < .001). This result 
reflects the increase in the number of pain pol­
icies that were adopted by state medical boards 
between 1991 and 1997.86 

Legality of Prescribi.ng Dpioids 
Board members were asked to judge the le­

gality of prescribing opioids for more than sev­
eral months in four different patient scenarios: 
(1) chr.onic cancer pain, (2) chronic cancer 
pain with a history of opioid abuse, (3) chronic 
noncancer pain, and (4) chronic noncancer 
pain with a history of opioid abuse. The re­
sponse options were that the practice was: (1) 
Lawful and generally acceptable medical prac­
tice, (2) Lawful but generally not acceptable 
and should be discouraged, (3) Probably a vio. 
lation of state medical practice laws or regula-

tions and should be investigated, ( 4) Probably 
a violation of federal or state controlled sub­
stances laws and should be investigated, and 
(5) Don't know. More than one response 
could be chosen by individuals who believed 
that both categories of illegality were applica­
ble. Table 2 contains the frequencies of re­
sponses within each chronic pain scenario for 
1991 and 1997. 

Canc:er pain scenarios. Compared to respon­
dents in 1991, those in 1997 viewed the pre­
scribing of opioids for more than several 
months for cancer pain as both lawful and ac­
ceptable medical practice ()(2( 4] = 18.598, P < 
.001). Likewise, when the cancer patient also 
had a history of opioid abuse, medical board 
members surveyed in 1997 were more likely 
than those in 1991 to view opioid prescribing 
as lawful and generally acceptable (x2[ 4] == 
18.123, p < .001). 

Noncanc:er pain sc:enarios. Compared to the two 
cancer-related scenarios, medical board mem­
bers were generally much more skeptical about 
prescribing opioids for mmcancer pain. Re,.. 
spondents in 1997 were more likely than in 
1991 to consider prescribing to patients with 
chronic noncancer pain for more than several 
months as acceptable medical practice (x2[ 4] = 
62.200, p < .001). These regulators viewed the 

Table 2 
Legality and Medical Acceptability of Extended Opioid Prescribing, 1991 Compared to 1997 

Level of Perceived Legality 

Lawful and Lawful and Violation or 
generally generally not medical 

acceptable acceptable practice laws Violation of 
medical medical and controlled 

practice; no practice; regulations; substances 
need to should be should be laws; should be 

investigate discouraged investigated investigated Don't know 

Year 1991 1997 1991 1997 1991 1997 1991 1997 1991 1997 

Cancer pain 75% 82% 14% 5% 5% 2% 5% 2% 7% 5% 
Cancer pain with 

history of 
opioid abuse 46% 57% 22% 17% 14% 6% 12% 4% 16% ll% 

Chronic 
noncancer pain 12% 33% 47% 40% 32% 11% 27% 6% 7% 6% 

Chronic 
noncancer pain 
with history of 
opioid abuse 1% 6% 25% 36% 58% 34% 50% 20% 6% 6% 

Note, Rows do not sum to 100% because respondents could give more than one re,punsc. 
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prolonged prescribing of opioids to a patient 
with chronic noncancer pain and a history of 
drug abuse as least acceptable. However, medi­
cal board members in 1997 were more likely to 
view such prescribing as a lawful and accept­
able medical practice (x2 [ 4] == 37.630, p < 
.001). Although statistically significant, it 
should be noted that only 6% of the 1997 sam­
ple gave this response. 

Results for Specific Aim 11: Analysis of 
Workshop Participants 

Twelve percent (n = 41) of the 1997 board 
members reported that they had participated 
in one of the six workshops on pain manage­
ment held between 1994 and 1996. This sub­
sample was large enough to compare the re­
sponses of participants and non-participants 
on a limited set of smvey items. To preserve 
the statistical power of the analyses, only those 
items were analyzed that relate to the legality 
of prescribing opioids for pain. 

There were no statistically significant differ­
ences in responses to the cancer pain scenar­
ios. Indeed, a majority of board members, 
wlwth~r or m>t they had participated in a work• 
shop, were confident in the legal and medical 
acceptability of this practice. Board members 
who attended workshops were moderately 
more likely than those who did not attend to 
view prescribing opioids for noncancer pain as 
l~wful and generally accepted medical prac­
uce, although this finding did not achieve sta­
~istical significance. However, workshop partic­
ipants were much more likely to consider the 
prescribing scenario involving noncancer pain 
and a history of opioid abuse as an acceptable 
medical practice (i![2] = 11.503, P < .005). 
Since there is generally a greater reluctance to 
view prescribing for patients with noncancer 
pain or a history of drug abuse as legitimate, it 
is encouraging that participation in the educa­
tion program was associated with increased ac­
ceptance of this practice. 

Study 2: Prospective Survey of 
Workshop Participants 

Study 2 was a longitudinal assessment of 
changes in knowledge and attitudes among 
medical board regulators who participated in 
any of the five workshops held in 1998. 

Methods 
Instruments 

The evaluation was conducted using a 31-
item self-report questionnaire. Most of the items 
addressed the workshop content and a few were 
adapted from the 1991 and 1997 surveys of med­
ical board members.34 The survey addressed: 
(1) cancer pain and its treatment, (2) addic­
tion issues, (3) analgesic efficacy and side­
effects of opioids, and (4) perceived legality of 
prolonged prescribing of opioids in several dif­
ferent patient scenarios. Each participant com­
pleted the survey three times: Before the 
workshop (pre-test), immediately after its com­
pletion (post-test), and after approximately six 
months (follow-up). 

Sample 
The sample for this study was all participants 

in five regional medical board workshops co­
sponsored by the PPSG and the FSMB. in 1998. 
Curriculum and the faculty was similar for 
each workshop, and addressed the nature and 
extent of pain, the barriers to .adequate relief, 
both pharmacologic and non-pharmacologic 
treatments for pain, the appropriate medical 
use of opiolds, definition and prevalence of ad­
diction, and the current status of pain manage­
ment and controlled substances policies. 

Statistical Analysis 
All data were analyzed using non-parametric 

methods at a 0.05 significance level. Chi-square 
tests were used to evaluate whether workshop 
participation was significantly associated with 
the categorical survey items. The effect of the 
time of assessment (i.e., pre-test, post-test, and 
follow-up) on any continuous dependent vari­
able was calculated using the Wilcoxon 
matched-pair signed-rank test. This method of 
statistical analysis typically identifies changes 
that are significant using the pre-test as the 
point for comparison. 

&sult-S 
Sample 

Seventy workshop participants were surveyed 
at pre-test. Age of the participant~ ranged from 
28 to 83 years, with a mean age of 54 years (SD "" 
10.32). Males represented slightly more than half 
(57%) of the sample. The workshop audience 
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consisted of physician members ( 49%), investiga­
ton; (10%), executive directors or secretaries 
(9%), attorneys (9%), public members (7%), 
and "other" board members (16%). Length of 
service on the board ranged from 1 to 21 years, 
with a mean of 5 years. Physician members re-­
ported that they had received their medical de-­
grees between 1952 and 1984, with a median of 
1964. A large majority of physician respondents 
(87%) were currently practicing medicine. 

As expected with any longitudinal study 
design, sample attrition occurred at follow-up 
assessment, decreasing 36% from pre-test to 
follow-up, with 45 respondents submitting a 
completed sutvey after six months. Loss of par­
ticipants can lead to sample bias if the final 
sample varies considerably from the initial 
group ofrespondents. Demographic character­
istics of the pre-test and follow-up samples 
were, therefore, compared to determine the 
extent of dissimilarity. If sample differences 
are found at the time of the follow-up survey, 
changes in responses across time can result 
from such differences rather than from work­
shop participation. There were no statistically 
significant differences between the pre-test 
and follow-up samples on any demographic 
characteristic. 

Canc:er Pain and Its Treatment 
Workshop participants were more likely both 

at post-test (Wilcoxon[6l] = 2.895, P < .005) 
and follow-up (Wikoxon[36] == 3.737, P < 
.00 l) to believe that available therapies, includ­
ing opioid analgesics, can relieve cancer pain 
effectively. ln addition, board members were 
less familiar at pre-test about the degree to 
which patients under-report pain (x2[8] = 
17.461, P < .05). (A significant chi-square re­
sult indicated variability in responses given by 
the same individual at pre-test, post-test, and 
follow-up. Adjusted standardized residuals 
were then used to identify the patterns in the 
data that contributed to the statistical signifi­
cance. In alt instances of statistical significance, 
the largest residual was found at pre-test (i.e, 
pre-test was the reference category). As a re­
sult, significant chi-square associations are inter­
preted in terms of different responses being 
given at pre-test, as compared to post-test and 
follow-up.) It appears that the workshops in­
creased participant awareness of the potential 
for patients to under-report pain. 

Addiction 
At pre-test, medical regulators viewed addic­

tion as a frequent occurrence when opioids are 
used for a prolonged period of time (x2[8] = 
31.548, P< .001), and defined addiction as phys­
ical dependence (x2[8] = 29.144, P < .001). 
Since these beliefs were significantly less preva­
lent after participating in the workshop, the sur­
vey results suggest that the workshop was success­
ful in clarifying the definition of addiction. 

Analgesic and Side Effect Properties ojopioids 
Medical regulators were less likely to under­

stand the pharmacodynamics of opioid analge­
sics prior to the workshop. Respondents were 
less likely to know at pre-test whether pro­
longed opioid use leads to a deterioration of 
organ functioning (x2[6] = 29.493, P < .001) 
or to a decrease in cognitive function (x2[8) == 
26.612, P< .OOI). Before the workshop, partic­
ipants also were more likely to believe that 
there is a ceiling to the analgesic effect of mor­
phine (x2[8] == 51.309, P < .001), and that tol­
erance diminished the analgesic efficacy of 
opioids (x2[8] = 42.673, P < .001). In general, 
Lheni was u gre1uer likelihood of inaccurate 
knowledge about the effects of opioids prior to 
the workshop. 

Legality of Prolonged opioid Prescription 
The same four patient scenarios were used 

from the national smvey of medical board 
members. Four response options were pro­
vided: (1) Lawful and generally acceptable 
medical practice, (2) Lawful but generally not 
acceptable and should be investigated, (3) 
Prohably a violation of federal or state con­
trolled substances or medical practice laws and 
should be investigated, and ( 4) Don't know. 
Only one response could be chosen for each 
patient scenario. Table 3 contains the frequen­
cies of responses within each chronic pain sce­
nario for the pre-test, post-test, and follow-up. 

Cancer pain sc.enarios. Compared to responses 
given at both post-test and follow~up, respon­
dents at pre-test were less likely to view the pro­
longed prescribing of opioids for cancer pain 
as a lawful and accepted medical practice 
(x2'[6] ""18.701, P< .005). Likewise, when the 
cancer patient also had a history of opioid 
abuse, a lower proportion of regulators sur­
veyed at pre-test viewed the prescribing of opi-
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Tabl.eJ 
Legality and Medical Acceptability of Extended Opioid Prescribing at Pre-test, Post-test and Follow-up 

Level of Perceived Legality 

La\\ful but 
generally not Violation offederal 

Lawful and accepted medical and state laws; 
generally accepLed practice; should be should be 

Assessment 
medical practice investigated 

Period 2 3 2 

C'.ancer pain 77% 98% 95% 6% 0% 
Cancer pain 

w/Hxof 
substance 
abme 54% 76% 68% 16% 16% 

Chronic 
noncancer 
pain 38% 75% 60% 33% 22% 

Chronic 
noncancer 
pain w/Hx 
of substance 
abuse 17% 48% 36% 

Note: Assessment Period l - pre-test results. 
As.,e .. ment Period 2 = post-test re,ults. 
Assessment Period 3 "' follow-up results. 

44% 

Note: Rmv, may notad<! up 10 !00% dne to rnunding error. 

oids as lawful and generally accepted (x2[6] = 
16.732,P< .01). 

37% 

Nonmnc,rr peain scimarios. The findings for 
both the noncancer pain scenarios were simi­
lar to those obtained for the two cancer pain 
scenarios. Prior to workshop participation, re­
spondents were less likely to consider as legal 
and acceptable medical practice the long­
term prescribing of opioids to patients with 
chronic pain not due to cancer (x2[6) = 25.467, 
P < .001), as well as chronic noncancer pain 
with a history of substance abuse. (x2[6J = 
20.577, P< .005). 

Discussfrm 
The second smvey of state medical board 

members (Study 1) revealed that there had 
been important, although not profound, im­
provements in knowledge, attitudes, and be­
liefs since 1991. In 1997, board members were 
more likely to recognize the efficacy of opioid 
analgesics for cancer pain, but that cancer pain 
patients are not adequately treated for pain. In 
addition, board members in 1997 had greater 
confidence in all four scenarios that prescrib­
ing opioids for chronic pain was legal and ac­
cepted medical practice. Although still repre­
senting a small percentage of the total sample, 

investigated Don't know 

3 2 3 2 3 

0% 3% 0% 2% 14% 2% 2% 

25% 9% 2% 3% 22% 7% 5% 

30% IO% 0% 5% 19% 3% 5% 

49% 17% 10% JO% 21% 6% 5% 

more board members in 1997 viewed prescrib­
ing of opioids to be lawful and medically ac­
ceptable for the treatment of chronic noncan­
cer pain, as well as for those with chronic pain 
and a history of opioid abuse. This difference 
between the two samples represents encourag­
ing movement toward recognizing the legiti­
macy of prescribing that, by today's standards, 
would be considered acceptable medical prac­
tice. 10 

The data also suggest a positive shift in medi­
cal board members' understanding of what ad­
diction is and what it is not Fewer participants 
in 1997 defined it solely on the basis of the 
manifestation of a withdrawal syndrome. This 
represents encouraging movement toward the 
use of behavioral, rather than physiological, 
measures of addiction. Nevertheless, physio­
logical interpretations of addiction remain 
common. A much more concerted effort is 
needed to bring regulators' understanding of 
the determinants of addiction up-to-date, as 
well as be able to determine what constitutes 
accepted prescribing practices. 

The educational workshops described in this 
article had a lasting impact on medical regula­
tors' understanding of a number of topics. First, 
there were significant and durable changes in 
respondents' views about the legality of pre­
scribing for chronic pain for a prolonged pe-

t 
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riod. Fewer regulators at pre-test viewed pre­
scribing opioids for more than several months 
as legal and acceptable medical practice in the 
four patient scenarios. Second, regulators had 
modified their definitions of addiction. Before 
the workshop, participants were much more 
likely than at post-test or at six-month follow­
up to characterize addiction as physical depen­
dence only. Following the workshop, they were 
more likely to recognize that addiction is a be­
havioral syndrome characterized by compul­
sive craving of a drug for its psychological ef­
fects and continued use despite harm. Third, 
regulators were more likely after the workshop 
to estimate the low incidence of addiction cor­
rectly when opioid analgesics are used to treat 
chronic pain in patients who do not have prior 
substance abuse histories. Finally, the work­
shop increased these board members' under­
standing that the low potential for substantial 
physiological or cognitive impairments should 
not contraindicate the long-term use of opioids. 

These studies show that there has been a rel­
atively small but positive change in state medi­
cal board members' knowledge and attitudes 
about the use of opioid analge,ks to treat both 
cancer and noncancer pain. These changes are 
taking place at the same time that pain relief is 
becoming more visible and that boards are is­
suing new pain management policies, some of 
which recognize that prescribing opioids for 
chronic noncancer ;pain is considered legiti­
mate medical practice and that physicians 
should not fear regulatory discipline for such 
prescriptions. Although statistically significant 
changes in knowledge and attitudes were ob­
served over time and as a result of involvement 
in an educational workshop, most medical 
board members continued to view prolonged 
prescribing of opioid analgesics for chronic 
noncancer pain as inappwpriate medical prac­
tice and something to be discouraged or even 
investigated. In addition, there continues to be 
confusion about the characteristics of addic­
tion and about the approximate incidence of 
iatrogenic addiction. If there is confusion 
among regulators about addiction, then there 
is the potential to investigate physicians for 
prescribing practices that may conform to 
present standards. 

Improving pain management in the U.S. will 
depend, in part, on a three-part program that 
includes: (1) more intensive educational pro-

grams for state medical board members and 
staff, (2) accelerated policy development by 
state medical boards to encourage pain man­
agement and address concerns about regula­
tory scrutiny, and (3) increased communica­
tion between clinicians and their regulators. 

1. Education. State medical boards should 
sponsor educational efforts for their mem­
bers, staff, investigators, and attorneys to 
update their knowledge and views about 
pain management and regulatory policy. 
An excellent example is provided by the 
medical boards in Alabama and North 
Carolina; they held educational work.­
shops to inform their members and 
staff. 38 After the workshops, these boards 
adopted guidelines to recognize the use 
of controlled substances for the treat• 
ment of chronic pain. 17,39 

2. Policy. State medical boards should adopt 
or amend their existing guidelines ac­
cording to the national standard estab­
lished by the FSMB's "Model Guidelines 
for the Use of Controlled Substances for 
the Treatment of Paln."IO (It is recog­
nized that many state medical boards have 
already adopted guidelines; however, some 
of these policies fail to encourage pain 
management or address directly licens­
ees' concerns about regulatory scrutiny.) 
The Model Guidelines offer significant 
advantages over current state medical 
board policies. 17•19 The Model Guide­
lines address physician concern about in­
vestigation or discipline directly, so that: 

Physicians should not fear disciplinary ac­
tion from the Board or other state regulatory 
or enforcement agency for prescribing, dis­
pensing, or administering controlled sub­
stances, including opioid analgesics, for a le­
gitimate medical purpose and in the usual 
course of professional practice. (p. 2) 10 

Indeed, the Model Guidelines are an unprece­
dented consensus among groups that repre­
sent pain management, regulatory, and drug 
law enforcement about the medical use of con­
trolled substances for the treatment of pain.17 

3. Communication. Once a state medical 
board has updated its views about pain 
management and has adoptet;i or adapted 
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the Model Guidelines, they should dis­
seminate and publicize the policy widely 
and repeatedly to encourage positive 
practice change and reduce concerns 
about regulatory scrutiny. 10•17•21 (It is rec­
ognized that state policies may differ and 
that boards may adapt and improve on 
the Model Guidelines.) Despite initial dis­
semination efforts hy medical boards, 
practitioners may be unaware of the 
board's polky.17,40 The North Carolina 
Medical Board (NCMB) provides an ex­
ample of what state boards can do: In ad­
dition to systematic dissemination of its 
guidelines, the NCMB sponsored educa­
tional programs and media events for 
health-care professionals and for the pub­
lic. 39 

We should not be surprised that knowledge 
and attitudes are slow to change. However, 
these studies show that change is indeed occur­
ring. We can accelerate the rate of change with 
more concentrated efforts. Increasingly, state 
medical boards and their members and staff 
are coming to recognize that pain control is a 
significant health-care problem, and that they 
have an Important role to play ln ellmlnating 
fears of regulatory scrutiny. Making this a real­
ity will require additional efforts and further 
cooperation between medical boards and the 
pain management community. 
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Success of the State 
Pain Initiatives 
Moving Pain Management Forward 

Despite major medical and scientific advances, the un­
dertreatment of pain remains a major public health 

problem in this country. The documentation of the inad­
equacy of cancer pain management began with the pioneer­
ing work of Charles Cleeland and his colleagues1 in the 
early 1980s and persists to this day. 2

-
6 It should therefore 

come as no surprise that respondents to a survey commis­
sioned by Modern Maturity magazine in 2000 said that they 
feared dying in pain more than they feared death itself? The 
reasons for undertreatment also have been well docu­
mented, and they include inadequate knowledge and inap­
propriate attitudes of healthcare professionals, patient and 
family fears and misconceptions, barriers in the drug regu-
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latory system, problems within the system of the delivery of 
care, as well as inadequate reimbursement for drugs and 
other therapies_s-to Over the past 15 years, State Cancer 
Pain Initiatives (CPis) have been working to confront these 
barriers. CPis are volunteer grassroots interdisciplinary pro­
grams involving physicians, nurses, pharmacists, social 
workers, psychologists, educators, regulators, clergy, and 
others. These CPis disseminate accurate pain manage­
ment information, educate healthcare professionals, raise 
public and patient awareness of the cancer pain problem 
and of the benefits of effective pain control, promote clini­
cal and institutional change, and advocate for the removal 
of regulatory and legislative barriers to effective pain 
management. 11

- 13 

The first state CPI was organized in Wisconsin in 1986 
as a project of the World Health Organization.14 The pro­
grams and philosophies of the Wisconsin Cancer Pain Ini­
tiative (WCPI) stimulated interest by individuals in other 
states who were similarly concerned about the inadequacy 
of cancer pain management. The action plan of the WCPI 
was based on the following: 

• The focus sh9uld be on cancer pain at all stages of 
the disease and not limited to pain in the terminally 
ill. 

• The problem of undertreatment is not due to a lack 
of effective analgesics and other therapies; the prob­
lem is that they are not being used appropriately. 

• Pain management educational efforts have not 
changed practice. 

• Any program to improve pain management must ad­
dress the need to change the attitudes and behaviors 
of healthcare professionals. 
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Until the 1990s, there were no organized national ef­
fons to improve cancer pain management, and CPis filled 
that void. Other important reasons for the formation of 
state-based programs relate to the enom10us size and geo­
graphic and demographic diversity of this nation, and to the 
fact that regulatory policies and programs are developed 
and healthcare professionals are trained and licensed at the 
state level. CPis can design programs to take advantage of 
their state's unique strengths and challenges. For example, 
there are significant differences in the state laws and regu­
lations that govern the prescribing and dispensing of con­
trolled substances. Therefore, in some states, the laws and 
regulations will be strengths, while in others, regulatory 
barriers need to be confronted. 

National meetings for state CPis have been held annu­
ally since 1989. These meetings provide the opportuniry to 
network, to share e:xpenise and resources, and to build 
valuable collaborative relationships. Perhaps the only na­
tional forums of their kind, these meetings focus specifi­
cally on the organizational, educational, ethical, cultural, 
and policy challenges surrounding the treatment of cancer 
pain. 

In 1996, the leaders of the 44 established CPis sup­
ported the creation of the American Alliance of Cancer Pain 
Initiatives (AACPI) to provide the state organizations with 
the following: l) a communications network; 2) resources 
and consultation for organizational development; 3) pro­
grams and resources to improve pain management; and 4) 
a national identity. 15 The quarterly newsletter of the MCPI 
keeps members informed of important clinical issues re­
lated to pain management and provides a forum for CPis to 
share resources. The AACPI maintains a list serve and a web 
site (www.aacpi.org) that allows CPI members to easily 
access information on conferences, events, and pain man­
agement resources and provides links to state CPI web sites. 

State CPis clearly recognize that to have maximal im• 
pact and sustain the movement, they and the MCPI need to 
form strong partnerships with other organizations that 
share common goals. While the state CPI movement was 
evolving in the last decade, other organizations made pain 
management a priority in their programs, greatly facilitating 
the work of the CPis. In 1991, the Oncology Nursing Soci­
ery published a position paper that guides the education of 
nurses and presents a core curriculum on pain. 16 Many 
members of the Oncology Nursing Society pain special in­
terest group are leaders of their state CPis. An ad hoc com­
mittee of the American Society of Clinical Oncology pub­
lished a curricular guideline for cancer pain management in 
1992. 17 Collaborations with the American Pain Society, the 
University of Wisconsin Pain & Policy Studies Group, the 
Cancer Information Service, the American Cancer Society 
(ACS), Community-State Partnerships to Improve End-of. 
Life Care. Last Acts, the Association of Oncology Social 
Workers, the American Society of Pain Management Nurses, 
the American Pain Foundation, state hospice organizations, 
and the lntercultura! Cancer Council have been important 
to the CPI movement. Clinical practice guidelines devel­
oped by a number of professional organizations are of par­
ticular imponance to the professional education activities 
of CPis, because they bring the authority of national experts 
to the message of CPis. The release of the Cancer Pain 

Guideline from the Agency for Health Care Policy and Re­
search (now the Agency for Healthcare Research and Qual­
iry) in 199418 was of particular importance because it pro­
vided national validation of the programs of CPls. 
Furthermore, the active involvement of the CPis in the dis­
tribution and media coverage of these guidelines was a 
great stimulus to individual states and to the movement as 
a whole. 

The multiple programs of the Robert Wood Johnson 
Foundation to improve end-0f-life care also have been of 
great assistance to the CPI movement.19 Their emphasis on 
the importance of effective pain management at the end of 
life and on broad media coverage of the issue has had a 
great impact on CPl efforts to improve pain management 
along the continuum of the disease. 

Collaboration with the American 
Cancer Society 

The American Cancer Society (ACS) has a long history 
of collaborative efforts with state CPis. Indeed, some CPis 
are organized within divisions of the ACS and partner with 
the ACS on projects. The ACS volunteers and leadership 
staff have long been eager to address the problems of can­
cer pain and some have played important roles; yet the 
institutional emphasis of the ACS has been directed at re­
ducing the incidence of and mortality from cancer as well 
as at providing patient support in areas other than pain 
management. Fortunately, the ACS now has broadened its 
goals to include quality of life, with pain management being 
a key component. The AACPI and the ACS quickly acknowl­
edged the commonality in their goals and objectives, and 
the multiple opportunities and models for collaboration. In 
February 2001, through the generous support of the Robert 
Wood Johnson Foundation, the AACPI convened a meeting 
with the ACS and CPI representatives to discuss current 
exemplary models of ACS-MCPI collaboration and to set 
the stage for future mutually beneficial collaborations be­
tween the two organizations. At that meeting, representa­
tives recogniZed the special synergy between the ACS and 
the MCPI, and affmned their commitment to working to­
gether to maximize the unique strengths of each organlza­
tion. Within 3 months of that meeting, the ACS developed 
a resource book for their divisions, a component of which 
is the Division Guide to Collaboration with State Cancer 
Pain Initiatives. 20 This comprehensive document provides 
background information on the magnitude and impact of 
unrelieved pain in persons with cancer. It also makes spe­
cific recommendations on how ACS divisions can collabo­
rate with state CPis to improve the treatment of cancer 
pain. 

Current Status of the Cancer · 
Pain Initiatives 

There are now 46 CPis in 44 states, with two in both 
California and Texas. Ten CPis have expanded the scope of 
their efforts to include all pain. More than half of CPI par­
ticipants are nurses. about 13% are pharmacists, 12% are 
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physicians, and a smaller percentage are social workers, 
psychologists, healthcare administrators, and others. Some 
CPls have a small number of highly dedicated volunteers 
who serve as state contacts, while others arc well­
esr.ablished organizations and networks that function as 
driving forces for pain management Improvement efforts in 
their states. The tem1 "small, but mighty" often has been 
used to describe CPis, because they are rich in expertise 
and commitment but typically work with limited resources. 
Many state CPI leaders report that the most valuable asset of 
their CPI ls its "network" of pa.ssionate experts. Many CPis 
have fonnal affiliations with the ACS, state hospice orga• 
nizations, and Community-State Partnerships to Improve 
End-of-life Care; and some are affiliated with academic in­
stitutions, hospitals, and other state-based healthcare orga­
nizations. These organizations provide the CPis with a num­
ber of resources, including office space, phone lines, email, 
administrative support, program staff, fax lines, and fman­
cial support. 

CPis have, in many different ways, contributed signifi­
cantly to the improvement of pain management in this 
country. It is not possible to describe all the accomplish­
ments that each CPI has made. Instead, this article 
chronicles a few of the many successes of the CPI move­
ment and the critical inlportance of collaboration with 
those who share the common goal of promoting pain relief 
nationwide. 

Profeuional Education 

In 1989, the WCPI developed the Cancer Pam Role 
Model Program, 21 and over the next 10 years conducted 31 
role model conferences in 24 states that trained teams of 
healthcare professionals. These programs often provided 
the stimulus for the formation of a state CPI. Professional 
education continues to be one of the top three priorities for 
state CPis and is the centerpiece of many of the efforts of 
CPis. CPis produce and distribute a variety of educational 
materials that are designed to improve healthcare profes­
sionals' knowledge of pain management, including hand­
books, dosage conversion cards, tabletop displays, and slide 
kits for educational conferences. CPis frequently sponsor 
state or regional conferences, workshops, and seminars on 
pain management issues for healthcare professionals. 

The Arizona Cancer Pain Initiative has trained more 
than 500 healthcare professionals in cancer pain man­
agement since its establishment in 1993. Recently, this 
CPI held a "Train the Trainers" workshop, which was mod­
eled after the AACPI Institutional Change Projects and the 
City of Hope Pain Resource Nurse training22 to improve 
clinical competence in pain management practices. Pain 
team leaders were recruited from healthcare facilities 
throughout the state to lead pain management efforts in 
their respective organizations. 

The bi.monthly newsletter of the Alaska Pain Network, 
"Pain News," provides healthcare professionals with di­
verse insights into pain management issues from a broad 
range of perspectives. Pharmacists, nurse practitioners, 
long-term care facility workers, hospital personnel, military 
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hospital personnel, and representatives from native clinics 
all have contributed to the newsletter. More than 600 Alas­
kan healthcare professionals received "Pain News" within 
the last 3 years, and hundreds more receive electronic ver­
sions of the informational newsletter. 

The Southern California Cancer Pain Initiative (SCCPI) 
has been a leader in establishing a viable and effective or­
ganization, and it has become a role model for other CPis. 
Since its establishment in 1993, the SCCPI has sponsored a 
multitude of educational programs, including an annual 
conference on cancer pain management, palliative care, or 
both, and an American Medical Association Education for 
Physicians on End-0f-Life Care (EPEC) program. It also hosts 
an annual event to recognize pain champions througilout 
southern California. The SCCPI has revised its pocket card 
devoted to "Principles of Cancer Pain Management" and is 

distributing it to healthcare professionals throughout south­
ern California. Future efforts include the convening of rep­
resentatives of all California medical schools to explore ex­
panded curricula devoted to cancer pain management, 
increasing medical involvement in SCCPI courses, develop­
ing a formal liaison with each medical school, and the 
strengthening of the relationship of the CPI with the Cali­
fornia Medical Association and county medical societies. 

The New Jersey Pain Initiative, a project of the ACS, 
administers a "Best Practices in Pain Management Program" 
to improve pain management in healthcare facilities across 
New Jersey. From November 1999 through December 
2000, 23 seminars for 1500 healthcare professionals at 31 
partnering organizations were completed. Future endeav• 
ors include collaborations with long-term care facilities, 
physicians, and community phannacists. A statewide con­
ference was organized for participating organizations with 
the opportunity for continuing education and the sharing of 
resources. 

Practice and Institutional Change 

Initiative leaders recognize that professional education 
alone does not change practice. Therefore, many CPis are 
involved in programs to effect positive changes in pain 
management practices, policies, and procedures within 
healthcare organizations. With the support of the Robert 
Wood Johnson Foundation, the AACPI provided grants to 
six CPis (Connecticut, Delaware, Michigan, North Carolina, 
New Mexico, and Virginia) to implement "Institutional 
Change Projects." These projects are designed to help small 
healthcare organizations (eg, long-term care facilities, home 
health agencies, small community-based hospitals, or a 
combination) to improve pain management practices. They 
also are designed to strengthen or revitalize CPis. The pro­
grams educate teams from committed organizations on pain 
assessment and management, self-assessment of the organi­
zation, implementation of an individual organizational 
change plan, and evaluation of selected patient outcomes. It 
is estimated that each day more than 20,000 patients are 
cared for by the healthcare organizations that participated 
in these programs. 
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Patient and Public Education 

Educating patients and the public about the Impor­
tance of controlling pain effectively is a major focus of the 
AACPI and CPis. In early 2001, the AACPI coordinated a 
national multimedia campaign surrounding the implemen­
tation of new pain standards from the Joint Commission on 
Accreditation of Health Care Organizations. 23

•
24 The cam­

paign resulted in prominent coverage on the importance of 
pain management by most of the national news organiza­
tions and in approximately 500 daily newspapers nation­
wide. A local television news component of the campaign 
placed 250 news stories about pain management in more 
thanlO0 television markets nationwide. It is estimated that 
more than 10 million viewers watched these news stories. 
In addition, CPis have actively participated in national medi­
cal outreach campaigns, such as the Fall 2000 PBS series 
"On Our Own Terms: Moyers on Dying in America. "25 

Cancer Pain Relief-Utah engaged in a successful public 
awareness campaign to inform Utah citizens that can­
cer pain can be relieved. Part of the campaign included 
a radio public service announcement that imparted to 
listeners the following three important messages: 1) 
pain can be relieved; 2) telling your caregivers about your 
pain is important; and 3) addiction is not something to fear 
when using pain medications appropriately for cancer pain. 
The 60-second public service announcements were aired 
nearly 4000 times on 35 radio stations throughout Utah, 
including rural areas that were in desperate need of pain 
management infonnaLion. Tiirough the Utah Broadcasters 
Association, Cancer Pain Relief-Utah was able to obtain 
more than $275,000 worth of air time for an investment of 
only $8000. 

Through a collaborative effort with Cancer Care Con­
nection, the Delaware Cancer Pain Initiative has helped 
establish a telephone hotline enabling the public to obtain 
helpful information on controlling pain. The Delaware Can­
cer Pain Initiative is promoting the hotline as a primary 
public information number for pain management information. 

Several CPis have participated in the production of pa­
tient education videos, brochures, and other resources as a 
way to dispel fears and misconceptions about pain control 
that are commonly held by patients and their families. 
The North Carolina Pain Initiative, together with state 
health agencies and the ACS, produced a video ("Living 
Without Cancer Pain: A North Carolina Success Story") to 
help the public bette1· understand the treatment of cancer 
pain. To address the bringing of important health informa­
tion to rural areas, the Virginia Cancer Pain Initiative pro­
duced a video entitled, "Managing Cancer Pain: A Rural 
Perspective." 

Regulatory and Legislative Advocacy 

There is increasing interest at the federal and state lev­
els in placing additional restrictions on the prescribing and 
dispensing of controlled substances. It is the position of 
CPis that no additional regulations should be promulgated 

unless there is clear evidence of the need for such pro­
grams, of their benefit in reducing prescription drug abuse 
and diversion, and of their Impact on patient access to 
pain-relieving drugs. The financial costs associated with 
setting up and maintaining the administrative structure to 
support additional regulations is also of concern. It is 
particularly noteworthy that the National Association of 
State Controlled Substances Authorities26 formally endorsed 
the CPI movement, recognizing that the underlying prin­
ciple of regulation is to ensure that patients receive the care 
that they need. Regulatory barriers to pain management 
now have been systematically identified in every state. A 
profile for every state is available on the web site of the 
Pain & Policy Studies Group (www.medsch.wisc.edu/ 
painpolicy). 

Progress has been made to remove regulatory barriers 
in some states, and also to adopt positive pain-related poli­
cies as reported in the 2000 Annual Review of State Pain 
Policies. 27 Eight states have adopted the model guidelines 
from the Federation of State Medical Boards. 28 Ten addi­
tional states have adopted it in part. The Initiative recom­
mends that all state medical boards consider adopting or 
adapting the model guideline of the Federation of State 
Medical Boards in cooperation with pharmacy and nursing 
boards. They then should educate their licensees to clarify 
that pain management is encouraged, that it is a part of 
good professional practice, and that there is nothing to fear 
if opioids are prescribed, dispensed, or administered in ac­
cordance with evidence-based guidelines. 

To promote balanced state regulations and policies re­
lating to pain management, the SCCPI sponsored a state· 
wide conference that brought together members from regu­
latory boards and law enforcement. This type of conference 
provides a forum for healthcare professionals, patients, and 
others to share their concerns regarding pain management. 

The Maine Cancer Pain Initiative, a committee of the 
Maine Hospice Council, frequently advocates for health 
policy initiatives that are consistent with its mission of im­
proving pain management. The most recent legislative ef­
forts of the Maine Cancer Pain Initiative/Maine Hospice 
Council involved defeating a referendum for physician­
assisted suicide and passing legislation to improve end-0f­
life care. 

Building on the momentum of a pain summit spon­
sored by the Commonwealth of Virginia in 1996, the Vir­
ginia Cancer Pain Initiative successfully advocated for three 
legislative proposals to improve state law pertaining to 
healthcare access. The legislation, which is now law, does 
the following: 1) provides access to hospice services 
through health maintenance organizations and insurance 
companies; 2) requires reimbursement by private insurers 
for cancer pain medications and access to pain specialists 
and oncologists without a referral when pain is the primary 
problem; and 3) establishes a state-sponsored.palliative care 
study. The Virginia Cancer Pain Initiative also partnered 
with the Virginia Department of Health and 40 other agen­
cies to develop and promote a 5-year Cancer Control Plan 
for the Commonwealth of Virginia. Tilis partnership has 
ensured that pain management is incorporated into the 
foundation of this statewide plan. 



P-43071 _ 00246

Conclusion 

The greatest strengths of the CPis are the following: 1) 
the presence of committed leadership with expertise and 
passion for the mission; 2) their ability to collaborate and 
network with others who share common goals; and 3) the 
interdisciplinary nature of their programs. These strengths 
must be enhanced as the state CPis enter the next phase of 
their work. Inspired by the end-of-life care movement and 
the new pain standards from the Joint Commission on Ac­
creditation of Health Care Organizations, many CPis have 
expanded their public and professional education pro­
grams, increased public and patient awareness of the im­
portance of pain management, and had a positive impact in 
the legislative and regulatory arenas. Yet, challenges re­
main. The recent media attention on the unfortunate abuse 
of Oxycontin (Purdue Pharma LP, Stamford, CI) is reinforc­
ing myths and misconceptions about opioids that CPis have 
worked hard to eliminate. 

1bere appears to be no reduction in the need for these 
state-based organizations. While CPis have historically fo­
cused on cancer pain, there is increasing recognition of the 
need to expand the movement to embrace all kinds of pain. 
The current crisis in healthcare delivery is likely to enhance 
the need for independent, forceful advocacy groups to pro­
mote adequate pain relief for all persons. 
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macologic. Clinical practice guidelines, as well 
as other authoritative sources, l:'111phasize that 
opioid analgesics are essential for the treat­
ment of moderate to 6evere pain, especially acute 
painl.2 and cancer pain.2- 1 In addition, there is 
a growing consensus that opioids can be appro­
priate for certain patients with chronic non­
cancer pain if there is proper evaluation and 
monitoring of pain relief and functional out-

088c,-$!>24/02/$-st'e from matter 
Pll S0R8,,-'.'19:!-!(01)0041U-1 



P-43071 _ 00248

\'ol. 23 No. 2 Febriuny 2002 l'ain nnd A'liCdgP.,ic Prrsaibi11K 137 

'.{. Mevers OL Jessop S, Klemp P. The epidemiol­
ogy of rhnnnatic disease in a rural and an nrban 
population over the age of 6:i vears, S Afr Med J 
1982;62:40'.~-J0!'l. 

4. Waddell G. Low ba(k pain: A twentieth-ceutur~ 
health care enigma. Paper presenred at thP Pro­
ceedings of the 8th Work! Congress on Pain, 1997; 
Vienna: 

5. Bell JR. Austr,ilian trencls in opioid prescribing 
for chronic non-cancer pain, 1986-1996. Merl.J Aust 
1997; l m:2!:i-29. 

6. Tmter I. Patterns of analgesic prescribin>1; in a 
South African primary care setting. J Clin Phann 
Ther 1997;2'.:!:33-37. 

7. Antono\' KI. Isacson DG. Prescription and non­
prescription analgesic use iu Sweden. Ann l'harma­
cother El98:32:485-494. 

8. Brook.off D. Chronic pain: 2. The case for opi­
oids. Hosp Pract (Off Ed) 2000:35:69-7'.!. 

~1. Portenoy RK. CmTcnt phannacotherapv of chronic 
pain.J Pain Svmptom Manage 2000:19:Slfi-20. 

10. Sasage SR. Opioid therapv ot chronic pain: as­
ses~mem of conseqnern-es. Acta Anaesthesiol Scincl 
1999;43:909-917. 

] I. Ba111111~ffth B. Risk-beudit assessment of opioids in 
chronic noncancer pain. Dmg Saf 1999:21:283-2!)6. 

12. Parrott T. Using opioid analgesics to manage 
chronic noncance1 pain in primaI)' care. J .'\.m 
Board Fam Pract l 999;12:293-306. 

13. Delkmijn PL van Duijn H, Vanneste JA. l'ro­
longecl treatment 1\ith transdcrmal Ientanyl in neu­
ropathic pain. J Pain Symptom Manage 1998;]/j: 
2'.:!0-229. 

14. Jamison RN, Ravmoncl SA. Slawsby E.'\. ct al. Opi­
oicl therapy for chronic nonca.t1c:er back pain. A ran­
domized prosprclivc study. Spine Hl98:2'.-l:2591-2600. 

F>. Peloso I'M, Bdlamv :'J, Beusrn W, et al, Double 
blind randomized plac~bo control trial of controlled 
release codeine in the treatment of ostroarthritis of 
the hip or knee.J Rhcumatol 2000:27:764-771. 

16. Roth SH. Fleischmann R.l\i, Bmch FX, et al. 
Around-the-dock, controlled-release oxvcodone ther­
ap, for osteoanhritis-related pain: , placebo-con­
trolled trial and long-Lenn evaltmtion. Arch Intern 
Med 2000; 160:853-Rtj()_ 

17, SchoffennanJ. Long-wrm opioid analgesic ther­
apy for severe rcfranory lmuhar spine pain. Clin .J 
Pain El99:15:136--140. 

18. Rapp SE. Wild LM, Egan KJ, Ready LB. Acnte 
pain management of the chronic pain patient on 
opiates: a rnrvev of caregivers at university ot wash­
i11gton medical center. ClinJ Pain 1994;10:13S-138. 

19. Simpson RK Jr, Edmondso11 EA, Constant CF, 
Collier C. Trnnsdcnna! fentanyl as treannent for 
chronic low hack pain. J Pain Svmptom Manage 
1~97:H:21R-224. 

20. California T\180. Guicklinc for •"·,;,,-;;1.: .. ,., 
controlled subsrances for intr.tetahle pa·,. '•lr,1 .. _;1 
Board of California Action Report HJ94;51:l-8. 

21. Passik SD, SchreiberJ, Kirsh KL. Portenoy RK. A 
chart 1-eYiew of the ordering and documentation or 
urine toxicologv screens in a ramcr center: do thcv 
influence patient management? J Pain Symptom 
Managr '.:!000:19:40-H. 

2~. Cloth FM :-lrd. Geriatric pain. Fauors that limit 
pain rdief and increase complications [in process 
citation]. Geriatrics 2000;5!'i:4fi--,18. 

23. Zenz M. Morphine myths: sedation, tolerancl', 
addiction. Postgracl MedJ Hl91;67:Sl00-l02. 

24. Greenwald BD, Narcessian Ej, Pomeranz BA. As­
sessment ofphysiatrists' knowkclge and perspeCLives 
on the use of opioids: re,iew or hasic concepts for 
managing chronic p:i.in. Am J Phys Med Rchabil 
1999;78:-t0S-H 5. 

25. Pappagallo M, Hein berg ½l• Ethical issues in the 
management of (hronic nonm.llignant pain. Semin 
Neurol 1997: 17:2(!:{-211. 

26. Chahal C, Erjavec: MK, Jacobson L. ct al. Pre­
scription opiate ahme in chronic pain paticms: clin­
ical criteria, incidence, and predictors. Clin J Pain 
1 ~l97:1 '.U50-155. 



P-43071 _ 00249

Vol, 23 No, 2 Feb1uarJ 2002 .\1ediml Bum.t /'{lin Policy: A Dffad;, ry· Cha11ge 139 

comes. 0- 7 Despite the availability of such trcal­
ments, inadequate management of pain has 
been found in patients with a varict)' of diag­
noses and conditionsH-l~ and in a variety of 
health-care settings. 13-1' 1 

It is well-documented that many factors, or 
barriers contribute to inadequate treatment of 
pain; among these arc physicians' fears of be­
ing investigated for prescribing opioids. 20-~·1 

Studies have demonstrated that phvsicians un­
derprescribe opioid analgesics out of fear of 
state hoard disciplinary action, c\en though 
prescribing opioids for pain management is le­
gitimate if done in the course of professional 
practice. Apprehension on the part of physi­
cians seems warranted by evidence from a 1991 
survey indicating that some members of state 
me<lical boards, the organizations that license 
and discipline physicians. appear to have atti­
lucles and belids that conflict with the use of 
opioi<ls for treatment ofpail1,~:, These attitudes 
mav he reflected in the policies issued by a 
state medical hoard, as well as in a board's en­
forcement procedures. Indeed, some hoard 
policies have contained statenwnts and recom­
mendations that discourage the use of opioid 
analgesics for pain management. 

There is a need for state medical boards to 
adopt policies that encourage adequate pain 
management and dispel physicians' rears of he­
ing disciplined, in keeping with accepted med­
ical practice. Adoption and dissemination of 
such policies can play an important role in 
modifying physicians' knowledge, beliefs, and 
practices concerning the treanncnt of pain 
with opioid analgesics. It is important to note 
that national organizations such as the Ameri­
can Medical Ass-ociationtG and the Federation 
of State Medical Boards in the l 1nited States 
(FSMBf7 have advocated a non-legislative ap­
proach to promoting the use of controlled sub­
stances for pain management. which is the fo­
cus of this paper. ln addition, some state 
statutes may hinder appropriate pain manage­
ment by containing additional restrictions or 
rt"quirements on prescribing opioid analgc­
sics?',...29 snpcrceding the authority of state 
medical boards to regulate medical practice.27 

Over the last decade. a program of research. 
education and policy e\'aluation was under­
taken by the Pain Policy Studies Group (PPSG) 
with state medical hoards and national pain as­
sociations to address physicians concerns about 

regulatory scrutiny. The program was devel­
oped in several stages, beginning ,~ith a na­
tional survey of state medical board members 
and followed by educational workshops for 
board members, evaluation or medical board 
policies, and technical assistance to develop 
model state medical-regulatory g11iddines for the 
11sc of controlled substances in pain manage­
ment. Taken together, these effort5 demonstrate 
that regulatory agencies are making effort~ to 
recognize the importance of pain manage­
ment with opioids, for cancer and non-cancer 
conditions. 

Physician Concern About 
Regulatory Scrutiny 

A 19DO survey of oncologists studied the rea­
sons for inadequate cancer pain management 
and found that ] 8% rated excessive regulation 
of analgesics as one of the top four barriers.30 

Indeed, oncologists in several states had been 
investihrated and prosecuted for prescribing opi­
oicls to cancer patients (who were hy then de­
ceased). Eventually the charges were dismissed, 
but these events reached the news media, in­
cluding being described in a cancerjournal.'1 

A 1991 survey of Wisconsin physicians found 
that more than half would at least occasionally 
reduce dose. qnantitv or refills, or prescribe a 
drug in a lower schedule due to fear of regula­
torv scrntiny.'12 These physicians' concerns ahout 
investigation were least when opioids were pre­
scribed f'or arnte pain, but increased if pre­
scribing was for chronic cancer pain; concern 
was greatest if prescribing was for chronic pain 
not related to cancer, or for patients with a his­
tory of drug abuse. 

In thal same year. 40% of surveyed physician­
members of the American Pain Society (APS) 
said that concerns about regulatory scrutiny, 
ratllt'r than medical reasons, led them to avoid 
prescribing opioids for chronic non-cancer 
pain patient~.'.l'.l In a national survey of physi­
cians. some respondents reported that regula­
tory pressure restricted their use of opioids for 
palients with chronic non-cancer pain.23 Jn­
<lced. the use of opioid analgesics for chronic 
non-cancer pain has heen controversialt;,3 t.:1a 

and actively discouraged by some in both the 
pain and regulatory communities. More recently, 
clinicians, researchers, and regulators have be-
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gun to reexamine the use of opioids for 
chronic non-cancer pain, including treatment 
efficacy, potential of adverse pharmacologic ef~ 
fects, anrl abuse and addiction liability, con­
cluding that there is a role for opioids in care­
fully-selected patient popnlations."-7·%.:', 

Research and Education with State 
Medical Boards 

In response to these findings, in 1991 the 
PPSG surveyed all the members of state mccli­
cal boards to assess whether board members' 
knowledge and attitudes could pose a threat to 
physicians who prescribe opioids for manage­
ment of chronic cancer and non-cancer pain. 2'' 

With the cooperation of the FSMil, a confiden­
tial pre-tested questionnaire was mailed to all 
627 state medical hoard members in the U.S. A 
f,0%, response rate was achie,,ed. Respondents 
represented 49 states. with a mean of six re­
spondents per state. Physicians, public mnn­
bers, and other health-care practitioners were 
surveyed; 79% of the respondents were physi­
cians and 159c, were public members. 

To directly address the validiry of physicians' 
fears of regulatory scrutiny, board members 
were asked their opinions about the legality 
and medical acceptabilitr of prescribing opi­
oids for more Lhan several months to patients 
with different diagnoses, including a patient 
with chronic cancer pain and a padent with 
chronic non-<:ancerpain. The respondent could 
indicate whether the prescribing practice was: 
( 1) lawful and generally acceptable medical 
practice, (2) lawful but generally not accept­
able and should be discouraged, (B) probablv 
a violation of state medical laws or regulation:s 
and should be investigated, (4) probably a vio­
lation of federal or state comrollecl substances 
laws and should be investigated, or (5) that th<:> 
respondent did not know the legality of ex­
t.ended opioid prescribing. It is important to 
note that, while federal drug enforcement pol­
icy rc-cognizes that the use of opioids for pain 
including for patients with chronic disorders is 
lawful. it remains t.he province of the states to 
determine what constitutes legitimate medical 
practice. 21.j8•39 

While most respondents agreerl that the pre­
scribing of opioids for the cancer patient was le­
gal and generally acceptable medical practice, 
only 12% were confident in the legality of pre-

scribing for the patient with chronic non-cancer 
pain; the majoritv of respondents (77%) would 
discourage this practice or even investigate it as 
a violation of law. It is of interest that the me­
rlian year in which the physician-board mem­
bers received their medical training was 1961, 
before pain treatment became a clinical science, 
before µain relief had become a public health 
priority. and well before the growing recogni­
tion that opioids could be used for patients with 
chronic non-cancer pain. There were also defi~ 
ciendes in board members' knowledge about 
the extent to which cancer pain can be relieved, 
appropriate pharmacologic treatment<, for mod­
('rate to severe cancer pain, and the meaning 
and incidence of addiction when opioids are 
used to manage pain. Public members were 
more likely to indicate that they did not know 
the answers to survey items. 

The survey result., showed a dear need to up­
date medical board n1.embers' knowledge about 
pain management and public policy. The find­
ings were published in the FSMB journal, the 
Fedrration Bulletin,2-" in order to further a work­
ing relationship aimed at education. policv eval­
uation, and future research with the medical 
boards. The PPSC initiated a series of seminars 
for board members, believing that they would 
want to know about recent developments in 
pain management. and that they would respond 
to other physicians' concerns about heing inves­
tigated for prescribing to treat chronic pain. 

The PPSG and the FSMB cosponsored a se­
ries of 11 workshops on "Pain .Management in 
a Regulated Environment" between 1994 and 
1998. The faculty for all workshops was consis­
tent, and included experts in pharmacolog-r, 
pain medicine, addiction medicine, and public 
policy. Workshop content included the extent 
of the pain problem, the reasons for inade­
quate management of pain including exagger­
ated fear of addiction and concerns about reg­
ulatory scrutiny, methods for the assessment 
and treatment of pain, a review of recent ad­
Yanccs in the nnderstanding of pain phvsiology 
and opioid pharmacology, and the status of 
federal and state controlled substances and 
professional practice law, regulations, and med­
ical board guidelines about the use of con­
trolled substances for pain management.40 

A total of 297 representatives ~f state medi­
cal boards signed up to participate in any one 
of the 11 one-day workshops; the participants 
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represented 40 states and ,tpproximately 25% 
of the total boanl member popnlation.10 Par­
ticipants in the workshop5 included hoth physi­
cian and public men1bers, as well a$ some in­
vestigators, attorneys, ,tnd administrative staff. 
All participants completed a p1·c-test, post-lest. 
and tallow-up s1u-vev to evaluate changes in 
k11owlerlge and attitndes as a result of tht'ir in­
volvf:'nlenl in the workshops. 40 

E'l.laluation of State Medical 
Board Policy 

In tht' next phase of tht" p1·ugrnm, the qual­
ity of state nwrlical boarrl policies was evaln 
att~d to better understand the potenti,tl f<w 
these policies to pose a threat ro physicians 
who prescribe controlled ;;ubstance~ fc,r pain 
management. Medic.al boanl policies and guicle­
liul;'s l;'xp1-ess tlll;' altitude of the hoard regard­
ing contrnlkrl snbst,tnces and pain rna.nage­
ment. By 1990. ft>w tncdic.tl bo;1.rds had adopted 
policies relevant tu controlled snhstances and 
thf" tre,Hrnent of pain; most uf these early poli­
cies were eventually super,cded b) new poli­
cies.~" By 2000, more than half of lht" ~tate 
medical boanh had adoptPd p:tin guidelines 
( set" Fig. 1). The full tt.·xt for the rnf.'dical boaH-1 
policv in f:'ach state GID bt> f<)nnd at: http:// 
www.mt>clsch.wisc,nln/p,tiupolkv/ma1rix.httn. 

A team ,1nalys1s approach-l 1 ~irh three re­
st>archc1·s was used lo e\'alnate guidelines aurl 
policy statements thar ha,l been adopt<"d in 24 
statn benNeen 1989 and 19~)7, the most recent 
ve;u- for whkh policies "ere available when this 
~llldy was begun (~t"C Table l i. Each policy was 
rated according to several ci·iteria, including 

'lutnl,.,rot 1mlk1r~ 

;_, ____ .•• 1111-1 

Fi~. I. Tl1e nunnlative trend in the number ol pain 
inanagernenl or cont.rolled 51,bstanccs policies adopt,·d 
h\ state Inedical boards in the United States frmn 
l \)89 to 21J00. 

whether the guidt>lines: ( l) contained a stated 
purpo~e to address concerns ahont regulatory 
scrutiny, cnrunrage pain management, and lc'n­
courage phvsicians to becom.e knowledgeabk 
about pain nianagemcnt; (2) recognized l he 
rnc>dical use of opioids for pain. including ch runic 
non-canct'T pain; an<l (3) recognized rhar cer­
tain restrictions or reqnirerne111s conld interfere 
wirh p1-escribing opioids tor pain management. 

The rater.~· evaluations of the items founrl in 
each policy were compared to dctennine the 
extent of discrepmrc~·. i.e .. wl1e11 rntf'rn had dif­
ferent n:~punses. Then· was dll initial agret'­
ment of 86% among 1·atc>rs, suggesting high 
··reprocludbiliq.'' (p. 17):1

~ For each cliscrep­
;1.ncv, the n_·asons were rletcnnined and a con­
sensus was achieved and 1·ecorded. Pf.'rcentages 
wert> caknlated to rcpr<:'5eut the extent that 
each item was present in each policy. 

Statal P11-1posr of thr Policy 
Fifty-four percent of the 24 policies (13 states) 

recognized physicians' concerns aboul regula­
tmv ,cn.1tiny but onlr 3~1% (8 ,tates) annaHy acl­
clressed th<'" concl"nls by providing guidelines Lll' 

principks the board u~c, tu di,tingnish legiti­
mate from qncst.ionablc> presnibing practices. 
fhirty--eight peITenl of the guidelines W state~) 
indurlt"d statc1nents that encouraged pain man­
agement; -Hi% (11 slates) provided physicians 
with smu-ces of intonnmion about. pain mauage­
meut, such as the Agency k,r HFalth Cart> Poliq 
and Research dinictl practice guidelines or rlw 
u:msensns statement lw the APS anrl the A.1nccii­
can Academy of Pain Medicine (AA.PM). 

Rfmg1litinn of 1\tledical Uffs_/(1r Oj)inids 
Thirty-<c>ight j)<"'ITf'nt of the guidelines (9 states) 

recognized the appn>ptiacen<"ss of using opiokls 
for cancei- pain; 4ti% ( 11 states) rt_,cog-nize<l that 
opioids may be used for chronic non-cancer 

'f't,.bl,•1 
Twenty-Four States Represented i.n Content 

Evaluation of Medical Board Policies 

i\hiska 
Ari1.ona 
C,-,liiurni.a 
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Gcorgi.i 
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i\Ltssac hu~etts 
\_,[1n11eso1a 

\ion Lana 
New I\fe.x:ico 
North C,1roli11a 
<lh10 
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()n .... gon 

RlHHlc Tsland. 
Tennt:"~~t·e 
ft'X~lS 

lTtah 
Vcrrnont 
\Va-.h,nµ,ton 
\.Vr:!st\:'iq;!,-illicl 

\\'yo1ning 

------ ---aoc--clfi"ic.fimtlOr"i-;-r·.;1nH: ... r lh.111 011-tfiequa1ffif)' anctclfri)TfTCITV\ttpn!•~o:att1*-W- 2T~ ------ - -- --~----- - - -
• ",-\11 pl1ysidans should becornP l,.,_no\vle<lge.;-:Lble ,1hout c!l"'ecrivt> rnclhocb nt (J<1i11 trt··~ttn1ent, ... Phr.-sicia:n.s nrt·· t·eft"tTc.."'d ro thf"' U.S. 

Agency h1r Health Care I Polk~·] and Rc.1,<-"arch ClinicaJ Pra<..tio."' Guideline-$ tor :1 sound approach to Lhe 1nan~1gt"1ncnL of acute 
,ind cancer-rebLc-d p .. 1.i11. Tht· n-u-•dit-.:.i1 J"J1an~gt•n1t'11l of p..iln .... hou1rl be hasf-'d on cun·cnt k.11rn .. ~lrclge ;111rl 1·cst":..1rc-h and inl ludt·s 
the ll.'-<' ot bot11 ph~u·1n~1c0Jog-k anrl no11-pharn1~1c.olog·tl' 1norla1itie~.'· (p. l) 

Souffe: fl""dl'.:ra.rion nt ::,1.:itt.. ~1edical lk1auh ot 1lie l Tnict>1l Stat(·s, luc. f,.,fodd ,-;,111ddi11t'\ Fm thr l_!u, 11 (:o,dH,lfrd S11l1stmuei:; {lit lh, 1,·nrrmmt ,f Paw Eu• 
les:-.. TX, M:,v l~lqH 
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pain. For <"Xample, a medic;il hoard policr state­
nwnt from Nonh Carolina .,lated that: 

the co-ts of tn:atrneut, and marginalize, opioids 
as a tr<catment oflast resort. 

_ __ I,...s.Luuld...lU>-J-UJ.Jl,.,.n:.tuc><LtLa.l-th,,~ __ ,:e,·- _____ N_'_i1_1_e_. ---"guiddin<::.::_ ~±_73,~ppeared to ma_~1_1_-_______ _ 

l·H .fnrn11.su11 <'In/. ~---t'<J/. 2 'i ,Yo. 2 Felm,my 2002 

Guidelines ar<" available on the FSMB \-Veb site 
at http:/ /www.fsmb.org. TlH· Model Guide­
lines, endorsements of the l\1ncld Guidelines, 
as well as all stare medical board policies and 
,tare laws gov<"rning the use of controlled suh­
stauces for pain management, are ~tvaibbltc on 
the PPSG Web sire at http:/ /w;vw.med,,h.wisc. 
NI u/ pain policy/ matrix.hnn. 

Discussion 
That phy,idans fear the) will be inw'stigated 

forw1-iting excessive opioid pn·scriplions has been 
desnibed ~ an "tmwrirren doctrine•· (p. :.?!:i7).~1 

Although opioid analge.~ic~ have heen regard<"d 
as the mainsta)' ot treatment for pain related Lu 

surgery and trauma for 1nanyyear·s, national en­
couragernent of their usP hff cancer pain did 
not occur until 1nore rcccnlly. 1--1 There is a 
growing consensus supporting the use of opiuids 
in dnouic non·GUKt.T pain.''-~' These changes, 
along with the advent of new information about 
pain physiology. opioid phannaculogy, and re­
Yiscd coucqnions of addiction and dcpendeuce, 
represent new knowledge that needs lo be in­
crnvurated into medical education .. u1d prac­
lic.P.''~ It is essential that stare medical policies 
ridapt to these changes. 

The Mockl Guidelines pmYide a careful!)' 
cunsirkred policy fran1ework th~;l can h<" used 
bv statt' 111edical boar-els ro accomplish this 
goal. However, manv stat<" medical boanls have 
yet lu arlopt tht' new guidelines, as recorn· 
mended by the FSMB. ~, Since May of 19\18, ten 
state m.edical bnanb hav<" anopterl policies that 
are ~ubstanrially the same as the Mond Guide­
line~: Alrib;11na, Florida, Kans;as, Minnesota, 
Nebraska, NeYada, Penn~ylvania, Solllh c~u-<J­
lina, South Dakota, and Utah. In addition, an­
other ten state 1uc1lical boards have issued pol­
icies that use the Model Guidelines in pan: 
.\rizona, Ken11Kkv, Louisiana, ~1,tine. Miss,.nn-i. 
New Hampshire, New York. Oklahoma. Ten· 
LlL'ssee. and West Virgiuia. Most of the medical 
boards fro1n thr-s1.' stale~ had at lea~l one men1-
ber participate in the workshop~ on "Pain Man­
a~ement in a Regulat<"d Environment." Appar­
ently, th<" workshops provid<"d not only a 
rationale but an impetus for medical boards to 
deye}op policy to encourage pain management 
;ind to allay physicians' fear·s about regulator-v 
scrntinv. ldentifying ,,H the cawlysls for policy 

de,·elopmenr hy ~tate medical boan-Js will n.'­
quirc further studv. 

Conclusions and Recommendations 
Successful elimination of physician fear of 

rcgulc1h)n· scrutiny will depend in part on 
achie\ing mnr<" bal,mcPd cuulrolled .~uhstances 
policies in each state (i.e .. polkies that aim uol 
onlv to prevent drug abuse hut also acknowl­
edge the imponant rnNli.-al uses of controlled 
substrinces, in particular the opioid analge­
sics). ~0 -0 :

1 The purpo,,c is nor lo advocate the 
use of opioids for all pain, hut to enconrage ef­
frcti\'e pain rnauag-ement, inclurling the use of 
opiuids when appropriate. 

\Ve recununencl that all Mate n1edical boards 
adopt guidelines or policy statements /ralher· 
than statutes) on the use of cnulrulled sub-­
st,U1<:cs For pain 111anag-en1ent, and ensure that 
investigation and disdpli1w of phvsicians is 
consistent with boanl policy anrl docs nol in­
redi.cre with pain manage1uen1. Ne,~ ~tat.e hoard 
gnirlelint·s ~hnuld be based on the FSMB Model 
Guideline~. They should be disseminated lo all 
lic,:-n~ed phvsiciaus, and publicized Lhrough 
the boards' \>\'eh sit<"s, newsletters, and press re­
leas<"s. Jn addition, we urge that rnedical boards 
cooperate with slate boards of pharrnao· and 
nursing to coo1·dinare and cstahlhh policies 
that reflect a consensns of h,:-allh-car<" p1·uks­
sionals. as has been done in \-Vashington, North 
Carolina. \Vest Virginia, and K"lnsas. Alterna­
ri,clY. physicians could work with their medical 
socif'tv to develop pain ma1ug-emet1r policies, 
which cuulrl then be endorsed bv the state 
medical hoard. 

v\'e enrou1·age state n1erlical societies to or­
ganize educational programs ftff physician~ that 
address pain management. r·egnlatory requirt'­
rnents, tn<"dic,11 boarrl policies, and conc~-rns 
abont regubtorv scrutiny. Medical boards can 
panicipate in such cffon,-., cununnnic,tting- cli­
r<"ctlv with physicians and addressing their pe1·­
ceptions of z-i~k. 

Despite dissc111ination of guidelines to licens­
<"e,, 1.ffactitio11e1·s often remain tmawa1·e of new 
policies in thdr state_..,.;,5~ Overcoming this 
commnnication g-ap requires attention Lu ef­
fective communicaLion strategies. The Nor·th 
Carolina medical hoard has made great effort 
to communicate its pain guidelines, and has 
sponsored cd11rational programs about pain 
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and end-of~life care for both the public and 
professionals. Must medical hoards have little 
in the way of education,t! resourct"s and will 
need support. One strategy !1J.s been employed 
by the Alabama Board of Medical Examiners 
through joint sponsorship of educational events 
with lhe state medical society. Approximately 
75% of medical hoards have sponsorerl Web 
sites and newslettt'rs; these can ht> used to in­
form licensed practitioners of the hoard's pol­
icy to encourage pain management. 

If the collective efforts of the pain manage­
ment and regulatory communities do not make 
significant progress to eliminate ft'arn of regu­
latory scrutiny, frustration with physicians who 
do not pro"ide adequate pain managt'ment 
will mount and may lead to policies that penal­
ize inadrq-uale pain managt'ment. Such policies 
have alreadv been discussed by the Institute or 
Medicine and state medical boards.~~52 ln­
dt'ed, the Oregon Board of Medical Examiners 
disciplined a physician for ina<leqnate pain 
management. 55 In lieu of license revocation, 
th(' Oregon Boarrl required the physician to 
participatl" in an intensive educational curricu­
lum about pain management. 

We believe that education, not discipline, 
should be the cornerstOll(' of efforts lo im­
prove pain management. However, it is axiom­
atic: that if pain management is to be an ex­
pected part of quality medical practice, then 
substandard pain managemt'nt practice must 
he snl~ect to re,iew and correcti,e action as in 
any other area of medical practice. 

The trends in state medical board policies 
reported here are a rdlt'ction of increasing 
concern about inadequate pain management. 
Making real improvements in pain manage­
ment will require the proactive efforts of many 
organizations. The contribution of statt' medi­
cal boards and other regulatory agencies is a 
welcome addition. 
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Clinical Note 

Methadone and Fluconazole: Respiratory 
Depression By Drug Interaction 
Yoko Tarumi, MD.Jose Pereira, MD, and Sharon Watanabe. MD 
Palliathw Cmr Program, Grry Mrns Commw1ilJ Ho~pital, fidmrmton, Alberta, Car11u/a 

Abstract 
A. 60-Jear-nld man with advrrnred gastric cancer achirol'd good pain rontml on a ~table do.ff 
of nuthadone for 10 da)'S. Howrw~1; he drveluped resj,imt.my d,jm'ssinn 2 rlay5 a/ier 
intmve11ow.flucu11awlr was administrated furrrfmctorl oral mndirliasis. bttravenom 
na/oxcme ejji,ctivef;1' 1rventd the re~piratol) deprrssion. This casr illustrate~ a signifiranl 
interaction betwrrn mf'fhadone andfluronaznl,,, and highlights th,, need.for awmnu'S.\ of 
jJOtential interartions between drugs used in jialliative cair. J Pain Symptom Manage 
200'.-2:23:148-15'.\ I[) G.S. Cancer Pain Tvli1f Committee, 2002. 
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Introduction 
There is growing interest in methadone for 

the treatment of moderate to severe cancer 
pain, It is generally described as a second-line 
opioid when patients have not responded to or 
have developed intolerable adverse effects to 
first-line opioids such a~ morphine_ 1-6 Because 
of its possible l\'-mcthyl-D-aspartate (NMDA) 
receptor antagonism, there is also interest in 
using it as a first-line opioid for the manage­
ment of neuropathic pain, but this potential 
role still needs to he confirmed. 

Methadone is known to have a Ion~ and 
highly yariable half~life.~-7 Although its eqnian­
algesic dose ratio relative to morphine and 
other opioids is unclear. there is good evi­
dence that with long-term dosing it is much 
more potent than morphine and that the dose 

1\ddro~ nj;rint requests to:Yoko Tarumi, MD, Palliative 
Care' Program, Grev Nuns Community Hospital, 
1100 Youville Drive West, Edmonton, Alberta T6L 
5X8, Canada. 
Afftf1tPd for /mblicatiun: April JO, 200 I. 

© ll.S. Cancer Pain Rt>lit'fCommittec, 200:! 
Published hy Elsevier. NcwYo,k. Nt'w York 

ratio correlates strongly with the dose of the 
opioid in nse just prior to the switch to metha­
done. 8 An appreciation of these characteristics 
has led to more prudent dosing regimens. Re­
ports of serious adverse effects such as respira­
tOI)' depression are therefore now infrequent. 

As with any other drug, increased knowledge 
of methadone's metabolism and potential in­
teractions with other drugs enables the clini­
cian to use it more safely an<l effectively. A 
recent review by Bernard and Bmera has high­
lighted the importance of recognizing drug in­
teractions in palliative care anrl the potential 
consequences of these interactions in pain 
management,q The following case illustrates a 
significant drug interaction between metha­
done and fluconazole and underscores the 
need for clinicians to be vigilant for such possi­
ble interactions in palliative care. 

Case Report 
A 60-year-old man with advanced adcnocarci­

noma of the stomach was admitted to our ter­
tiary-level palliative care unit (TPCU) for man-

Of-8:,<{924/02 i$-see front matter 
PIT S0885-3924(01)00'.\r-if--'.' 
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Special Article 

Pain Management 
and Prescription Monitoring 
David E.Joranson. MSSW, Grant M. Carrow, PhD, Karen M. Ryan, MA, 
Linda Schaefer, BA, Aaron M. Gilson, PhD, Patricia Good, BA,John Eadie, lvIA, 

Susan Peine, and June L. Dahl, PhD 
Pain & Policy Studirs Group (D.F,j., K.,H.R .. A.M.G.), Univmitv o{Wisronsin CmnprehensivP 
C11nrPT Centei; Mnrlisrm, Wisron~in; Drng Control Prop_rwm (G.i\1. C.), Mr1,ssnrhu.1rl/5 Dejiartmrnt of 
P11bl1C Hrnlth.Jammra Plwn. ,\fa,.wffhflSP/b; Tt•xas De/!llrtment of Publir Snjrt~ 1LS.), Au.\fin, lf'xas; 

Offirr ofDitiersion Control (P.G.1, CS. Drng Erifonemmt A.rlmi11istration, Arlington, l'irginin; Srhuul 

oj Publu Hwlth. Stnt,• Univenity of Nr.u Ymh (I.E.), Alba11y, !Vl'w fork; O/ftrP of Diveniun Control 

(S.P.j, li.S. Drng Enforwmml A.dmi11istmtion. JAingtun. Virfjnin; and Depmtmmt 1.1PharmncologJ 
(JL.D.), l Tnivmity of Wisrnnsi11, Aladiso11, Wisronsin. [!.SA 

Abstract 
Preventing divn:sion and ahusr ofpn:scrij1tion mntrolled mhstanffs while ensuring their 
availability for lq..,ritim.att mrdiml 1tse i:, an imjwrtant fmblir health 1;ual in th,, Unitrd ,States. 
In one apt;mnrh to preventing and identifying drug diversion, 17 state:, have i mpll'lm'nted 
prrsnijJtion monitorin1; jnogmrns (PlvJP,) tu 11wnitm the jHescrihing 11" urtain controlled 
.substrmces. lt\'hilR PMPs alt' not intrndrd to intnfere with lep;i,timatr prrsrribing, SMIU' in the 
pain management mmmuni(\' fed thnt thry negatively affr'rt prescribirigfor/Jain 
ma11agrwnt. Thi:, artidl' drsrribn a collaborative pmjert initiated[.,)' lhe Pain & Puli(y 
Studie:, Gmnp that brought togPilwrregulu..tmy and pain ma·nagnnent rep1tsentativn twice in 
1998 to :,//arr JwnJJl'Ctivl'~ mui nwncile differing virws un thP iffrrts ofPAlA. Thr ultimate 
goals of this ftroirrt r11r to /mn•idr r1.rrumtt: iujonnntion to healthmm diniciam about PiHA, 
hf'tta dejiue tht halrmct' between prrventing drug div1nio11 and providing j1nin manatmient, 
and promo/r mntinul'd dialog nnd roopemlion among the grouj1.1 . .J Pain Svmptom 
Manage 2002;23:231-238. © U.S. Cr11w:rPain RJ,/ief"Cornmittw, 2002. 

Key Wm·ds 
PrPsrriJ>tion monitoring pwgrams, trijilicate /nescrijitions. ,inglr-rojiy sm"alized jiffsniptionc1, 
multij,l,, o,py pn·5rri.j)tio11s, dedmnic tmnsmissiou, /Jain mrmagement, rontrolled substrmrr'.I, 
opioid analg1•sin, drug di11asion, prescriJ1tion druK abus1-' 

Introduction 
l.lndcrtreatment of pain is a major public 

health issue in the l.l nited States. 1~~ There are 

Addn•s.5 rrprint reglt.eits to: David E . .Joranson, MSSW. 
Pain & Policy Sturiics Group, 406 Science Drin-, 
Suite- 202, Madison, WI !'i3,ll-1068, l.SA. 

:\rrrf,ted for publirntion: }uue 16. 200 I. 

© LI.S. Cann·r Pain RdicfCommittt>t', 2002 
Published by Flsel"ier. New York. Nt'w York 

many safe and dfective ways to treat pain. Drug 
therapy with opioid analgf'sics plays an impor­
tant role in pain management and should be 
available when needed for the treatment of 
acnte pain and chronic cancer, as well as non­
cancer, pain."·9- 11 Clinicians should be knowl­
edgeable ahout using opioids to treat pain, and 
should not hesitate to prescribe them when 
opioids are the best clinical choice of treat­
mentY' Because opioids have a potential for 

0885-3924/02/$-see front malter 
PI! S0885<~9'.!4(01 )00410-9 
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abuse, thev are controlled snbstances under 
federal an<l state law .16·17 Practitioners must 
know and comply with fi::deral and state laws 
and regulations. and exercise sound profes­
sional judgement when prescribing opioid an­
algesics to minimize diversion and abuse of 
these drugs. 

Prescription Controlled Substances, 
Drng Abuse, and Diversion 

The diversion of prescription controlled sub­
stances to illicit channels is a public health and 
safety issue. These medications are diverted in 
numerous ways, including theft. forgery, and 
counterfeiting of prescriptions; illega.1 .sales of 
prescriptions and drugs; frarnhilent activities 
that victimize physicians, pharmacies, and pa­
tients: and hy a small percentage of physicians 
who write prescriptions indiscriminately be­
cause they arc dishonest. disabled, deceived, or 
dated in their practices.18-2,J \-Iisnse and abuse of 
prescription controlled substances can and does 
lead to serious health consequences. including 
·'drug dependence, uverdosf' and deaths."'18 There 
is a neerl for additional studies to document the 
arnount of opioid analgesics that is diverted 
from prescriptions, or compare this source of 
diversion with other sources, snch as from phar­
macy thefts.4 The nature anrl extent of prescrip­
tion dmg abuse has been reported bv the Dmg 
Enforcemf'nt Administration (DEA),~1 and the 
abu~c trends of opioid analgesics have been 
eval ua tf'd. 2~ 

The Role of Law and 
Government Agencies 

There is no q1wstion that it is legal under 
federal and state law for duly licensed and reg­
isterf'd physicians, pharmacists, and nurses to 
prescribe. dispense, and administer controlled 
substances fi.ir legitimate medical purposes and 
in the usual cmtrsf' of professional practice. Al­
though all state laws are based on this premise, 
the provisions may difler from state to state. 
The National Conference of Commissioners 
on U nifonn State Laws (NCCUSL) prm--ide~ a 
model act to which states can rf'fer.17 

State and federal governme"nt agencies re­
spond not only to the diversion and ahuse of 
opioids and other controlled substances, bul 

also to the treatment needs of patients, includ­
ing those in pain. Regulatory agencies en­
deavor to ensure that the professionals who 
care for ill and inj11red pf'rsons are qualified to 
do so. State governments examine and license 
healthcare professionals and htcilities. The DEA 
anrl some states issue con trolled substances 
registrations to state licensed practitioners for 
prescribing, dispensing. and administering con­
trolled substances. State anrl federal agencies en­
force seruritv and record-keeping to protect the 
manufacture and snpplv of opioid medications, 
while the federal government ensures their 
continued availability by setting production 
quotas that satisfy legitimate medical needs. 
Regulatory agencies also work to reduce drug 
abuse through substance prevention, treatment 
programs, and law enforcement. They also in­
vestigate and take appropriate action when 
there is evidence of illegal activity, practitioner 
impairment, or incompetence. 

Evolution of State Prescription 
Monitoring Programs 

It is within this broad context that a number 
of states have e~tablished prescription monitor­
ing programs (PMPs). Table 1 describes the 
current status of PMPs in the United States. 
Typically, PMPs collect prescribing and dis­
pensing data from pharmacies, conduct review 
and analysis of the data, and disseminate it to 
appropriate regulatory and law enforcement 
agencies. Following the lead of New York State 
in the 1910s, California and Hawaii enacted 
PMPs in the 1940s. B;' the 1980s, seven more 
states had added PMPs. These early programs 
required that physicians nse multiple copy forms 
(duplicate or triplicate) to write prescriptions 
for Schedule II controlled substance~, and that 
pharmacists send one copv ro the state after 
dispensing a drug. Physicians were usually re­
quired to obtain preslription forms from a 
state agency, and some states charged a fee for 
the forms. After veri:l\ing the practitioner's cre­
dentials, the relevant state agency issued the re­
quested forms. 

In the 1990s, some states initiated PMPs thal 
rely solely on computer tf'chnology to collect 
data. In these stares, a special prescription form 
is not required. Pharmacies use electronic 
transmission to enter and tran~mit electroni­
call} to the state the PMP information about 
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Table 1 
States With Presc1iption Monitoring Program 

Year of 
Year of lnitiitl Initial 

P1ugnun Schedules I Drugs Progran1 Pn>gran1 
State Enactment Program Type Covo:>rl"d Type Enactment 

California 1996 T1iplic,1te / electronic C--11 Triplicate 1939 
Hawaii 199fi D11pli,ate C--11 Duplicate 19.J.~ 

EleLl1oni, C--11. lll, IV 
Idaho 1997 Duplicate C--II Triplic.1te 1%7 

Electronic C--II. III. I\' 
Illinois 1999 Ekctronic C--II Tiiplicctte 1%1 
Indiana l'.194 Single-copy/ electronic C-IT, TH. TV, Y Triplicate 1987 
Kentucky 1998 Elt>rtronic C--Il. lll, IV. V 
Massadiusetts 199:! Electronic C--II 
lVIichigan 1993 Singk-copy. serialized,ielertmnic C.-TT Tiiplirntc 1988 
Ne>varla 19% Ele<:troni<. C--11. lll. IV 
New Mexico 1994 Electronic C-II 
New York. 1998 Singk--copv, serialized; electronic C-TT anrl henrndiazepines Triplirnle 197:! 
Oklahoma 1990 Electronic C-TT 
Rhode Mand 199i F.lt>ctronic C-[l, Ill Duplicate 19i8 
Texas 19'17 Si11gle-ropy, se>rializedieleclnmic (;..JI, Triplicate 1981 

lTtah l!-J!l.'i Elt><t10ni, C--11, Ill, IV.\' 
Washington l!JRJ Triplicate C--II. III, IV. \' 
Wcsl Virg•inia 19!J5 Electronic C-IJ 

Nok: Ct1rtenL as of 10 <m; c,o; prescription n1oniwring programs J.re sub1ect to change, 
Sources: Drug Enforcement Adminii,;tratinn, "Pn:sc 1iption A,, 01mtabili1~, Rn,mu< e Cuicle." Squelllht'r 1998: and updated miormauon obtaln('d 
from ~lalcs. 

controlled substances prescriptions that have 
been dispensed. 

With the advent of recent technological ad­
vances, states that used multiple copy prescrip­
tion forms have modified their PMPs to in­
clude an electronic element. In addition, most 
of these states replaced their multiple copy 
forms with a single-copy, serially numbered 
form (Hawaii and Idaho use duplicate prescrip­
tion forms with electronic tr..m.smission, and Cali­
fornia uses triplicate forms concuncntlv with its 
electronic transmission system). Rhode Island 
and Tllinois arc> tht' only states to completely 
repeal the> requirement to use a special pre­
scription form; both states nmv nse electronic 
transmission c>xclnsively. A model prescription 
accountability act, recommended by the Na­
tional Alliance for Model State Drug Laws and 
the National Association of State Controlled 
Substances Authorities (NASCSA), provides for a 
system that combines electronic monitoring and 
a serialized prescription form. 23 

In practice, PMPs take diflerent forms be­
cause each state guvernment determines the 
goals. structure, and organization of its pro­
gram. Currently, the PMPs are administered by 
profrssional boards, health departments, hn­
man services agencies. or consumer protection 
ag-encies in 12 of the slates; and by justice de-

partments, public safety agencies, or state po­
lice in the other five states. The manner in 
which a program is implemented depends on 
its stated goals, the mission of the responsible 
agency, and rules regarding access to the data. 

Purpose of PMPs 
The purpose of PMPs is to reduce the diver­

sion of prescription controlled suhstances. Ob­
jectives of PMPs usually i ndnde: 1) erlucation 
and information: 2) public health initiatives; '.'l) 
early intervention and prevention of diversion; 
and 4) investig-ations and enforcement.~u Pre:>­
scription monitoring is not intended to inter­
frre with medical practice21 and attempts are 
made to make it minimally intrusive (e.g., re­
ducing the paperwork burden by replacing 
multiple copy forms with single-copy serialized 
fonns or eliminating forms altogether). PMPs do 
not rc>qnire physicians to obtain prior approval 
to issue prescriptions, nor do they impose litn­
its on the quantity that may be prescribed. Al­
though some state laws limit quantities that can 
be prescribed in one prescription, such limiLs 
are estahlished hy laws other than those that es­
tablish PMPs.~'' Regulatory agencies that are 
charged with enforcing the laws with respect to 
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drug diversion also recognize the le~1itimate need 
for controllerl substances in medical care.26 

PMPs enable law enforcement investigators to 
obtain prescription information quickly anrl ef­
lkiently, thereby reducing time anrl rt'sources 
that would be otherwise expended in obrain­
ing the information from individual practitio­
ners or pharmacies. PMPs can also provide an 
efficit"nt means of handling complaints, and 
can result in speedier resolution of pending 
cast's, dismi~sal of unfounded complaints, and 
avoidanct' of unnecessarv i1westigations. Ag­
grt"gate data on prescribing trends from most 
PJV[Ps is usually available for educational and 
rt'search purposes. In all uses of tlw data, con­
fidentiality of prescribers, pharmacit's, and pa­
tients is protected, thert"by meeting another 
goal of PMPs.20 

State agencies indicate that a PMP can havt" 
a deteITent effect on potential criminal activities. 
Early irnervention in illegal activities is ont' of 
the identified goals of these programs. For t'X­
ample, state authorities report that USt' of spt'­
cial prescription forms significantly rt"dnces or 
eliminates prescription forgery. In addition, 
PMPs are especially useful for idt"nLit~ing ·•Joc­
tor shopping," scams, and illicit prescribing 
and dispensing. Drug abusers who are identi­
fied as doctor shoppers can be directe<l into 
drug treatment or prosecuted, <lepending on 
Lhe circumstances of the case. PMPs take- into 
account the possihility that persons who seek 
pain medications may be patic>nts with inade­
quately treated pain.~' 

Concerns about PMPs 
Preventing drug diversion and abuse. and 

t'nsuring the availability of drugs for medical 
purposes are of'tt'n perceived as potentiallv i11-
compatihle goals. For example, there has been 
considerable debate between regulatory and 
me<lical groups about the requirement for gov­
ernment-issued pre~cription form~. During the 
1980s and 19YOs, representatives of the medi­
cal communitv expressed concerns that these 
special forms were an intrusion into medical 
practice and the doctor-patient relationship. 
They were concerned about being investigated 
and about the additional administrative bur­
den associated with handling a special form for 
this class of medication. Ft>dc>ral and statt' agen­
cies charged with arlminiswring conLrolled 

substances laws responclt"d that the programs 
were effective in reducing drug diversion, 15 

with minimal impact on legitimate medical 
practice. 21.2-1.2s 

A numhc>r of publications have examined 
the c>ffect of multiple copv forms on diversion 
and mt'dical practicc.~9-:1~ The National Insti­
tute on Drug A.bust> and the Institute of Medi­
cine have called for more definiti\'e research in 
this area_:::i.::9 States havt" worked with their medi­
cal conununities to address their concerns. States, 
such as New York and Texas, which arc replac­
ing multiple copv prescription forms with an ot: 
ficial single-copy prescription form and elec­
tronic transmission, assert that prcscrihing on 
a single-copy form rather than a multiple copy 
form is intended to be closer to the use of ordi­
nary prescription forms. While single-copy 
forms reduce papt"rwork handling, they retain 
the ability ro prevt'nt prescription forgery and 
counterfeiting. ni 

Rep re sen tatiws of the Alliance of States with 
Prescription Monitoring Programs ("the Alli­
ance"), the statt'S with PMPs. and the DEA 
stress to physicians that prescription monitor­
ing data cannot and do not serve as prima facie 
t'videnct' of illicit actiYities. PMP data can pro­
vide an indication of a possible problem that 
may require further in<]uiry. Further, the PMP 
administrators stress thaL it is their intention 
that PMPs he userl to t'nforce state laws in ;t 

manner that is mosr supportive of. and least 
disruptiYe to, medical and pharmacy practice. 

Collaboration Betz.veen Pain 
Management and Regulatory Groups 

In 1998, the Cniversity of Wisconsin Pain & 
Policy Studies Group (PPSG) initiated a collab­
orative pn~ect with the DEA. tht' Alliance, and 
the Analgesic Regulatory Affairs Committee of 
tht' A.merican Pain Soc.ietv (APS) in order to 
t'xchange perspectives on PlVIPs and tht' pre­
scribing of opioids for pain management. The 
goal of the project ,vas to explore how the groups 
could cooperatt' to t'I1Su1-e appropriate care for 
patients in pain, while protecting the public 
from diversion of opioids to non-medical, illicit 
use. The immt'diate o~jectiYes were to: 

• enhance cooperation bt"tween the DEA, 
state PMPs, and tht' pain management 
community 
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• better define the balance betwel:'n the pro­
vision of opioid analgl:'sic treatml:'nt to pa­
tients in pain and prevl:'ntion of diversion 
of opioids into non-medical, illicit use 

• provide information on these issues to the 
professionals who care for patients and ad­
minister controlled substances laws. 

Meetings 
The PPSG organized two medings to bring 

together individuals from these groups. The 
first meeting was held at the University ofv\Tis­
consin in Madison, Wisconsin, on 20-21 July 
1998. Fiftl:'en people were invited; thirteen were 
able to attend. (The rl:'presentatives at the July 
1998 meeting were: For the Alliance-Grant 
Carrow, Massachusetts Department of Public 
Health; John Eadie, State University of New 
York; David Hale, Oklahoma Bureau of Narcot­
ics: Linda Schaefrr, Texas Department of Public 
Safety. For the APS--June Dahl. :\PS Analgesic 
Regulatorv Affairs Committee; Aaron Gilson, 
Pain & Policy Studies Group: David Haddox, 
American Academy of Pain Medicine; David 
Joranson, Pain & Policv Studies Group; David 
Mackey, Mayo Clinic Jacksonville; Karen Ryan, 
Pain & Policy Stmlit>s Group. For the DE.A-Pa­
tricia Good, Office:' of Diversion Control; Susan 
Peine, Office of Diversion Control. Other­
Thomas D. Wyau. Jr., Narional Association of 
State Controlled Substances Authorities. Un­
able to attend were; William Marcus. California 
Deputy Attorney General; Russell Portenoy, 
Bt>th Israel Medical Center.) The meeting be­
gan with a discussion of the perspectives held by 
each of the attt>nrlees. Follm\ing the exchange, it 
was evident to participant~ that, although there 
were misconceptions regarding some issues, 
there was a shared interest in improving pain 
management and prl:'venting the diversion of 
prescription controlled substances. The partid­
p,mts prepared a list of the points of agree­
ment. 

The initial points of agreement were refined 
at a second meeting, held in Charleston, South 
Carolina, on 29 October 1998 during the an­
nual meeting of NASCSA. (The attendees for 
the October 1998 meeting were: Grant Carrow, 
Massachusetts Department of Public Health; 
John Earlie, State University of New York; Patri­
cia Good, Drug Enforcement Administration; 
David Hale, Oklahoma Bnrt>an of -:--Jarcotics; 

David Joranson, Pain & Policy Studies Group; 
Susan Pl:'ine, Drug Enforcement Administra­
tion; Karen Ryan, Pain & Policy Studies Group; 
Linda Schaefer, Texas Department of Public 
Safety; Thomas D. vVyatt, Jr., National Associa­
tion of State Controlled Substances Authori­
ties.) The nine participants al the second mel:'r­
ing decided to write a jointly authored article:' 
about the collaboration. and to consider future 
publications regarding PMPs. 

The initial perspectives offered by the partic­
ipants pro,ided guidance for subsequent dis­
cussions. The ).,TIUup reached consensus on sewn 
issues for which brief descriptions follow: where 
the consensus involved future action, the pro­
grt>ss to date is noted. 

Consensus 
1. Publirations 

The participants felt that it is imperative to 
provide accurate information to educate the 
medical conm1unitv about the purpose and op­
eration of PMPs. A jointly authored article de­
scrihing the collaboration will be prepared for 
publication in a medical journal. In addition, 
information about PMPs will he prepared by 
the Alliance for dissemination to physicians, 
pharmacists, nurses, and rl:'gulators. Both pub­
lications should describe the common goals of 
the prescription monitoring and pain conrnm­
nitics. 

Progrn~s. This article is a result of the collabo­
ration hetwef'n the PPSG, the Alliance, the APS, 
and. tht> DEA. In addition, the Alliance has 
preparl:'d a document detailing the goals of 
prescription monitoring/n The DEA has com­
piled information from the states into two pub­
lications: ''Prescription Accountability Resource 
Guide"2•1 and "Committee Report on Establish­
ing a State Prescription Monitoring Program."~8 

The DEA and the National Alliance for Model 
State Drug Laws have compiled additional in­
formation from the states for another publica­
tion: "Diversion and Abuse of Presctiption Drugs: 
A Closer Look at State Prescription Monitoring 
Programs."~1 

2. FS.\IB Guidelines 
Many states have adopted pain policies in re­

cent years. Twenty states have adopted the Fed­
eration of State l\ledical Boards {FSMH) '·Model 
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Guidelines for the lJse of Controlled Sub­
stances for the Treatment of Pain in whole or 
in part."{u In many states, controlled ~ubstance, 
health, and law enforcement agencies have en­
dorsed the Guidelines. 

Progre:;:;. Representatives at the meeting sup­
ported the FSMB\ Model Guidelines. They 
have also been endorsed bv the DEA and 
NASCSA, as well as by the A.PS and the Ameri­
can Academy of Pain Medicine (AAPM). 

3. Resource Information 
The participants recommended that state 

and federal officials and the pain management 
community increase their efforts to exchange 
information. For example, they advised that 
pain specialists be available to PMPs w consult 
on interpretation of data. Regulatory agencies 
receive calls from patients whose physicians 
will not prescribe adequate pain medin1tion 
for them. The pain management community 
could assist these patients by providing refer­
rals to physicians with appropriate training in 
pain management. The Alliance can be used as 
a resource for the pain management commu­
nity by providing contacts and information on 
PMPs in general, or on specific states. 

Progrrss. General information on PMPs, in­
cluding state and federal contacts, is arnilable 
from the Alliance (http://wwv,.nascsa.org/moni­
toring,htm), and the DEA Diversion Control 
Program (http://www.deadiversion.nsdoj. gov/ 
pubs/program/index.html). In addition, the 
Alliance and the DF.A serve as clearinghouses 
for specific que~tions or issues concerning PMPs. 

4. RffijJmcal }\,.fe,,ting.1 

The participants recornmencled that rep­
resentatives from the pain management and 
regulatory and law enforcement communities 
present and participate in each others' nwet­
ings in order to provide information and to ad­
dress questions and misperceptions. This kind of 
exchange can increase understanding of mu­
tual goals, provide an opportunity to commu­
nicate about issues that arise, and address prac­
titioners' concerns ahout regulatory oversight. 

Prog/'fss. Representatives of the OF.A, the Alli­
ance, and the FSMB havf' been invited to par­
ticipate in national and state pain mef'tings to 

clarify issues related to prescription controlled 
substances, PMPs. and medical boards' disci­
plinary responsibilities. State agencies routinclv 
pro\ide speakers for meetings of their state's 
medical associations and societies. These presen­
tations have been greatly appreciated by clini­
cians. NASCSA has invited representatives from 
the pain field to make presentations at its an­
nual meetings. The groups should continue 
these cooperative cndca\nrs. 

5. Scam Alnts 
Information on the most recently identified 

"scams" should be included on the DEA's web 
page and in the A.PS Bulletin. 

Prow<'ss. The DEA's website contains recent 
information on scams being used to procure 
prescription controlled substances illegally. It 
is available on the DEA web pages http:// 
www.deadiversion.usd,~j.gov/pubs/bruchures/ 
rlrugalmser.htm and http:/ /www.deadiversion. 
11sdc~ .gov/ pubs/ pre~srel/ <lr_scam.htm. 

6. Federal Poli(v 
Existing DEA policy recognizing the use of 

opioids for chronic pain should be dissemi­
na tecl more widely in the medical, pharmacy, 
and nursing communities. 

Prng,rss. l11e DEA. regulations for presnibing and 
dispensing controlled substances are available 
on the following websites: DEA Diversion Con­
trol Program (http://www.deadiversion.usdc~. 
gov/2lcfr/cfr/2106cfrr.htm), Government Prints 
ing Office (http:/ /www.access.gvo.gov/nara/cfr/ 
waisiclx_00/2lcfr1306_00.hunl), and by link from 
PPSG (http:/ /www.medsch.wisc.edu/painpolicy). 
A DEA statement on the use of controlled snb­
stances for pain management is being drafted. 
It will be included in revisions of existing DEA 
publications ahout controlled substances for 
plwsicians. 1'' pharmacist~.~1 and nurses/~ and will 
be included on it~ website: http:/ /www.deadiversion. 
usdoj.gov/pubs/manuals/index.html. PPSG pre­
sentations generally include information about 
federal policy and informational resources. 

7. Data 
In keeping with state regulations, data from 

PMPs should be available to researchers to 
evaluate current trends in prescribing and the 
effectiveness of educational programs. 
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Progress. Data from prescription monitoring 
programs arc available in the publications 
listed in item 1. Other prqjects that rnakt> use 
of PMP data, including university-sponsored 
research, are undt>nvay in various states. Edu­
cational facilities, pain management groups, 
and other specialty groups may fin<l PMP data 
useful in evaluating treatment trends and the 
effectiveness of educational prog-rarns on pain 
manag-emen L 

Conclusion 
Representatives from pain management and 

prescription monitoring groups havt> recog­
nized the importance of information exchange 
and cooperation. Since the meetings began in 
1998, these groups have taken several impor­
tant steps to increase cooperation and under­
standing- and to nurture a mutual respect for 
the goals of each discipli1w. With cuntinued ac­
tivity expected in the states to improve pain 
manag-ement and address drug- diversion, it is 
essential to continue these efforts to provide 
accurate information and promote communi­
cation and understanding hetween the groups 
im-o!Yed. 

Prnvirling adequate pain management and 
preYenting diversion and abuse of prescription 
controlled substances are both imp0rtant public 
health goals. Achieving both goals requires 
exchange of information and perspectives, 
identification of issues, and concerted action. 
Increased communication and cooperation be­
tween regulatory and pain groups can contrib­
ute to a g0od balance between drug control 
and drug availability. 
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My name is David E. Joranson. I am a Senior Scientist and Director of the Pain & Policy Studies Group, 
University of Wisconsin Comprehensive Cancer Center, Madison. I thank the Committee on Health, 
Education, Labor and Pensions for the opportunity to address the Committee. . 

I applaud the Committee for ta1cing an interest in what you can do to improve pain management and end of 
Jife care in the United States; this is of course the ultimate matter of quality of life for us all. I encourage 
the Committee to take time to develop a full perspective on the human, medical, social and policy aspects, 
to become familiar with the unique barriers, assess what is already being done, and then consider the 
options. I can contribute to one part of your picture; my area of knowledge is controlled substances policy 
and the regulation of medical practice in relation to pain management. 

The Committee has before it two pieces of legislation to improve pain management: One is S. 941, to 
amend the Public Health Service Act, the other is S. 1272, to amend the Controlled Substances Act (CSA). 
My comments will focus on the risks that should be considered before amending the CSA as has been 
proposed. 

It is important to realize that the CSA has a dual purpose relating to both drug abuse prevention and also to 
recognizing and preserving the important medical uses of many controlled substances. Indeed, achieving a 
'balanced' drug control policy is an obligation of governments which is established by the United Nations 
Sirigle Convention on Narcotic Drugs, 1961, i.e., to prevent the misuse of drugs without interfering with 
their medical use, in particular for the relief of pain and suffering. The CSA was structured by the Congress 
to achieve a balance between these two purposes. When controlled substances policy loses its balance, the 
chances increase for there to be conflict between law enforcement and medicine, with resulting hann to 
pain management and patient care. 

The CSA is a law enforcement statute aimed at preventing abuse of controlled substances, and for these 
purposes it is administered by the Attorney General (AG). The CSA also recognizes that many controlled 
substances (such as opioid analgesics) are necessary to maintain public health, and that they must be 
available to meet legitimate medical and scientific needs. 

In order to achieve this balance, the Congress spelled out several fundamental principles which recognize 
that certain functions are to be carried out under jurisdictions other than federal drug law enforcement in 
the Department of Justice. These three areas are: (1) the medical and scientific decisions necessary to 
ad.minister the CSA, (2) the recognition of the medical uses of drugs, and (3) the recognition of the role of 
State laws, especially those regulating medical practice. 

(1) Medical and scientific decisions. The Congress decided in 1970 that medical and scientific decisions, 
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• such as the evaluation of the potential for abuse of drugs being placed in the five schedules of the CSA, are 
the responsibility of the Secretary of the pepartment of Health and Human Services (DHHS), not the AG 
(See Section 811.(b) of the CSA). The principle of "balance," was establisheq in the course of vigorous and 
extended debate over a Department of Justice bill that, as proposed, would have given the AG exclusive 
power to make decisions of a medical and scientific nature. Congress appropriately rejected this approach 
and assigned this authority to the DHHS. Medical and scientific organizations were actively involved to 
ensure that the CSA was balanced in this respect, and this policy has endured to this day, including 
amendments to the CSA which were adopted in 1984 to increase DEA's capability to revoke practitioner 
registrations in the public interest. 

2 of 5 

(2) Relation of the CSA to the Federal Food. Drug and Cosmetic Act. The Congress determined a second 
fundamental principle, that the CSA is not to "be construed as in any way affecting ... the provisions of the 
Federal Food, Drug and Cosmetic Act" (See Section 902). It is extremely important to recognize that it is 
under authority of the FFDCA, not the CSA, that drugs are approved as safe and effective for medical use, 
so that they can be marketed lawfully in interstate commerce. In addition, federal administrative law and 
court decisions have made it clear that although the Food and Drug Administration (FDA) approves drugs 
for marketing, it does not regulate medical practice, which is left to the States. Many opioid analgesics 
have been approved for treatment of pain, and also for diarrhea, and cough. The fact that opioids (and 
many other drugs approved for human use under the FFDCA) are also controlled substances under the 
CSA is not intended to affect their status as drugs which are safe and effective and may be prescribed by 
physicians. Indeed, the difference between legal and illegal drugs in the schedules of the CSA is defined by 
whether a drug is approved under the FFDCA as having an accepted medical use. 

(3) Relation of the CSA to State laws. The third principle reflects the fundamental relation between the 
federal government and the States. The CSA is not intended to occupy areas of State laws which are within 
the authority of the States: 

"No provision of this subchapter shall be construed as indicating an intent on the 
part of the Congress to occupy the field in which that provision operates, 
including criminal penalties, to the exclusion of any State law on the same subject 
matter which would otherwise be within the authority of the State, unless there is 
a positive conflict between that provision of this subchapter and that State law so 
that the two cannot consistently stand together." (CSA, Section 903). 

It would be extraordinary to invoke the federal CSA to contravene the policy of a single state, or to use the 
CSA to establish medical and scientific policy with respect to drugs. 

Mr. Chairman, against the context of the foregoing fundamental principles which limit the scope of the 
CSA, I offer a few concluding obsetvations: 

(1) Qpioid analgesics are already legal, This is determined under the FFDCA. To define or comment on the 
medical uses in a federal drug law enforcement statute ignores one of the fundamental principles of 
balance. 

(2) Tue DEA has already said that they understand that opioid analgesics are needed for chronic pain. A 
1974 DEA regulation made it perfectly clear that nothing in the CSA precludes practitioners from 
providing opioids for intractable pain. DEA reemphasized this point again in its 1990 Physicians Manual, 
encouraging physicians to prescribe opioids when they are needed: 

"Controlled substances and, in particular, narcotic analgesics, may be used in the 
treatment of pain experienced by a patient with a terminal illness or chronic 
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disorder. These drugs have a legitimate clinical use and the physician should not 
hesitate to prescribe, dispense or administer them when they are indicated for a 
legitimate medical purpose. It is the position of the Drug Enforcement 
Administration that these controlled substances should be prescribed, dispensed or 
administered when there is a legitimate medical need." (DEA, 1990, p. 21) 

Indeed, DEA representatives are to be commended for their willingness to clarify federal policy in relation 
to medical practice; they have spoken at numerous pain conferences around the U.S. The DEA, and major 
medical organizations, have endorsed a new Model Guideline on the use of controlled substances for pain. 

(3) New DEA regulations? S. 1272 contemplates that the AG/DEA may promulgate "regulations to 
implement this Act." Is it appropriate to give DEA rule-making authority in this sensitive area? How will 
the agency distinguish between pain management and assisted suicide? Apart from the inherent difficulty 
in detennining a physician's intention, a recent review supported the notion that opioids hasten death is 
more myth than fact. Given that H.R. 2260 allows for DEA regulations in connection with new language 
about pain, hastening death and assisted suicide, it seems likely that the Attorney General and the DEA 
would be faced with decisions which involve medicine and science, conflicting with the first fundamental 
principle. 

(4) The potential for a chilling effect. I will close with the following point. I assume that this Committee 
fully accepts that pain is not adequately managed in this country, and that this is due, in part, to the 
under-use of opioid analgesics, especially, but not only, for people at the end oflife. One of the reasons is 
that while many physicians still do not have sufficient knowledge about pain management, they also fear 
being investigated if they prescribe 'too much.• The origin of these fears goes back many years, and are in 
part an unintended effect of the war on drugs. The solution to this problem requires that we give greater 
attention to achieving a balanced controlled substances policy which clearly recognizes that controlled 
substances have important medical uses, and that we communicate it so that it is understood by regulators 
and practitioners. The amendments to the CSA which have been proposed threaten to upset the balance that 
the Congress has established, and which many ofus have been working to achieve. When balance in 
controlled substances policy is upset, the chances for conflict between law enforcement and medicine 
increase, as does the likelihood that patient care will be harmed. 

I will mention some of the organizations that have recognized that the barriers to pain management include 
physicians' concern about regulation of controlled substances, particularly at the state level: 

The American Academy of Pain Medicine 
The American Medical Association 
The American Pain Society 
The Cancer Pain Clinical Practice Guideline Panel of the U.S. Agency for Health 
Care Policy and Research 
The Federation of State Medical Boards of the U.S. 
The Medical Board of California 
The National Academy of Sciences, Institute of Medicine 
The National Conference of Commissioners on Unifonn State Laws 
The National Conference of State Legislatures 
The State Cancer Pain Initiatives 

Both pieces of legislation would establish education and training programs about pain management and 
palliative care which would be valuable, especially if directed to policy makers, and law enforcement and 
regulatory personnel. Indeed, our Group has conducted eleven workshops on "pain management in a 
regulated environment" for state medical board members, with support from the Robert Wood Johnson 
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Mr. Chairman, I thank the Committee for this opportunity to testify. In sum, I ask you to evaluate carefully 
any proposed amendments to the federal CSA to detennine if they support or conflict with the principles 
which make the CSA a "balanced" act. I would urge the Committee to pursue other measures that could 
more directly address the root causes of inadequate pain management, for all stages of life, without 
disturbing the sensitive balance that is needed in controlled substances policy. I am happy to take questions 
or provide further information. 

:Note: Pursuant to the Committee's instructions to witnesses, I do not have and have not received any 
federal grants, and I am not representing any other party at this hearing. 
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1 My knowledge and experience with controlled substances law goes back about thirty years, to the vigorous debate and 
final adoption in 1970 of the CSA. In addition I have had the following relevant experiences: administrative officer for the State 
of Wisconsin's Controlled Substances Board; worked with Congressional subcommittees to successfully adopt amendments to 
the CSA in 1984 to strengthen DEA' s program against diversion of controlled substances; co-founded the National Association 
of State Controlled Substances Authorities and the first State Cancer Pain Initiative, which became a World Health Organization 
Demonstration Project; conducted research on Federal and state controlled substances laws and state professional practice laws 
and regulations; served for several years on the drafting committee of the National Conference of Commissioners on Uniform 
State Laws to revise the Uniform Controlled Substances Act for the States; assisted in the development of state medical board 
guidelines for the use of controlled substances in the treatment of pain; worked with the National Conference of State 
Legislatures to develop informational materials for state legislatures. 

2 "Controlled Dangerous Substances, Narcotic and Drug Control Laws" Hearings before the U.S. House of Representatives 
Committee on Ways and Means. Washington, DC: U.S. Government Printing Office, 1970. 

3 Code of Federal Regulations Part 21, Section 1306.07(c) 

4 Drug Enforcement Administration. Physician's Manual: An Informational Outline of the Controlled Substances Act of 
1970. U.S. Department of Justice: DEA; March, 1990. 

5 Federation of State Medical Boards of the United States, Inc. Model Guidelines for the Use of Controlled Substances for 
the Treatment of Pain. Euless, TX; May 1998. 

6 Fohr SA. The double effect of pain medication: Separating myth from reality. Journal of Palliative Medicine. 
1998;1(4):315-328. 

8/28/00 3:22 PM 
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Web Server Statistics for the PPSG Website for July 

Total Hits vs. Total Users - Last 12 months 
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L Cu:mulative total: 338,476 

II. July 2000 

Number of bits: 14,906 
Approximate n-umber of users: 3,351 

"Top page" hits 

1996Pl'8Giq,ort 
About die l'PSG 
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Selected Reading 
11.S.page 
Evaluation Guide 
StateshmPolicy 
Matrix 
JAMA 

83 
83 
92 

140 
1435 

102 
127 
127 
262 
334 
218 
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313 
256 
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Top Article Hits for July 

355 Current Thoughts on Opioid Analgesics 
294 Controlled Substances, Medical Practice ... 
285 Is MethadoneMaintenmce the Last Resort .. ? 
181 Opioids for Chronic Cancer and Non-cancer Pain 
173 State Intractable Pain Policy: Cum:nt Status 
169 Responding to Prescription Drug Abuse 
168 Federal and State Regulation of Opioids 
156 State Controlled Substances Laws and Pain ... 
125 Cancer Pain hlief, wifh a Guide to Opioid •. 
88 Intractable Pain Treatment Laws and Regu1atim1s 
84 Asia Mooognpb 
79 Recent Devdopnents in Pain Mimagemmt ... 
76 State Medical Boa.rd Guidelines fo.r Intractable Pain ... 
66 Off-labcl Uses of P.aesuiption Drugs in Pain. .. 
59 Latin American :Monograph 
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3TJ Model Guidelines 
73 &kmsasMB Regulation 
62 TexasLaw 
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11'.TIEX FOR THE PPSG WEBSITE 

• About the PPSG 
• JAMA article: "Trends in the Use and Abuse and Abuse of Opioid Analgesics" 
• Policy Alert: Up-to-date information on current pain policy issues 

Includes links to the following documents: 
1. David Joranson's U.S. Senate Hearing Testimony (date posted: October 13, 1999) 
2. David Joranson's Testimony on HR2260 (date posted: July 15, 1999) 
3. Resource Guide - Information about Regulatory Issues in Pain Management ( date 

posted: July 29, 1998) 
4. Model Guidelines for the Use of Controlled Substances for the Treatment of Pain 

(date posted: July 29, 1998) 
5. "What can state legislators do to improve pain management?" (date posted: January 

16, 1998) 
6. "Is methadone maintenance the last resort for some chronic pain patients?" (date 

posted: November 3, 1997) 
7. Intractable Pain Treatment Acts (date posted: July 27, 1997) 

LAW: 
• U.S. Pain Policies 

l. Introductory Note 
2. Matrix of State Laws, Regulations, and Guidelines (see Matrix of State Laws, Regulations, 
and Guidelines below) 
3. 17 State Evaluation Guide - "Achieving Balance in State Pain Policy," July 1999, which is 
a document that presents a framework for understanding the potential of existing policies to 
enhance or impede pain management.(will be replaced by the complete Guide to all 50 states 
and federal policy during the next year of the grant) 
4. State Cancer Pain Initiatives Contact List - American Alliance of Cancer Pain Initiatives 
5. Resource Guide, July 1998 - Information about regulatory issues in pain management 
6. Published literature on pain policy 

Includes links to the following articles: 

Chronic Pain Treatment Policy 

1994 Controlled substances, medical practice, and the law 
1995 Intractable pain treatment laws and regulations 
1997 State Intractable Pain Policy: Current Status 
1997 The Use of Opioids for the Treatment of Chronic Pain 

Controlled Substances Policy 

1990 Federal and state regulation of opioids 
1990 A new drug law for the states 
1992 State controlled substances laws and pain control 
1992 Pain and euthanasia: the need for alternatives. 
1993 Guiding principles of international and federal laws pertaining 
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to medical use and diversion of controlled substances 
1993 Wins and losses in pain control 
1994 Controlled substances, medical practice, and the law 
1997 Is methadone maintenance the last resort for some chronic pain 

patients? 

Food and Drug Policy 

1990 Federal and state regulation of opioids 
1994 Controlled substances, medical practice, and the law 
1995 Off-label uses of prescription drugs in pain management 

Reimbursement Policy 

1994 Healthcare Reimbursement Policies: Do they block acute and 
cancer pain management? 

1994 Are health care reimbursement policies a barrier to acute and 
cancer pain management? 

State Medical Board Policy 

1994 Recent developments in pain management and regulation 
1995 State medical board guidelines for intractable pain treatment 
1996 Improving pain management through policy making and 

education for medical regulators 
1997 State intractable pain policy: current status 

Prescription Drug Abuse, Diversion. and Monitoring Programs 

1992 Single-copy serialized prescriptions: old regulation in new 
clothing? 

1993 Wins and losses in pain control 
1993 More federal drug control initiatives: Are they warranted? Will 

they consider the patient? 
1994 Controlled substances, medical. practice, and the law 
1994 Policy issues and imperatives in the use of opioids to treat pain 

in substance abusers 

Concern About Regulatory Scrutiny 

1991 Wisconsin physicians' knowledge and attitudes about opioid 
analgesic regulations 

1992 Opioids for chronic cancer and non-cancer pain: a survey of 
state medical board members 

1992 Legislating proper pain management 
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1994 Recent developments in pain management and regulation 
1994 Controlled substances, medical practice, and the law 
1996 Improving pain management through policy making and 

education for medical regulators 

Concern About Addiction 

1994 Policy issues and imperatives in the use of opioids to treat pain 
in substance abusers 

1994 Controlled substances, medical practice, and the law 
1995 Current thoughts on opioid analgesics and addiction 

Pain Commissions/Summits 

1994 California sponsors pain summit; Maryland fends off new 
regulations 

Assisted Suicide and Pain 

1992 Pain and euthanasia: the need for alternatives 

Wisconsin Cancer Pain Initiative 

1988 A report of the Wisconsin Cancer Pain Initiative 
1990 The Wisconsin Cancer Pain Initiative 
1991 Wisconsin physicians' knowledge and attitudes about opioid 

analgesic regulations 

7. FAQ's - Frequently Asked Questions 
This page provides the answers to the following FAQs: 
1. What can state legislatures do to improve pain management'? 

• Matrix of State Laws, Regulations, and Guidelines 
Includes links to the following policies: 

1. Federation of State Medical Boards: "Model Guidelines for the Use of 
Controlled Substances for the Treatment of Pain" 

2. National Association of State Controlled Substances Authorities: "Resolution 
Endorsing Federation's Model Guidelines" 

3. Alabama Medical Board Regulation 
4. Arizona Medical Board Guideline 
5. Arkansas Medical Board Regulation 
6. California Intractable Pain Treatment Act 
7. California Pain Patient's Bill of Rights 
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8. California Medical Board Guideline 
9. California Medical Board Policy Statement 
10. Colorado Statute 
11. Colorado Intractable Pain Treatment Act 
12. Colorado Medical Board Guideline 
13. Florida Statute 
14. Florida Medical Board Regulation 
15. Georgia Medical Board Guideline 
16. Idaho Medical Board Guideline 
1 7. Iowa Medical Board Regulation 
18. Kansas Medical Board Guideline 
19. Kentucky Medical Board Guideline 
20. Louisiana Medical Board Regulation 
21. Maine Medical Board Regulation 
22. Maryland Medical Board Guideline 
23. Massachusetts Medical Board Guideline 
24. Michigan Statute 
25. Minnesota Intractable Pain Treatment Act 
26. Mississippi Medical Board Regulation 
27. Mississippi Medical Board Policy Statement 
28. Missouri Intractable Pain Treatment Act 
29. Montana Medical Board Guideline 
30. Nebraska Statute 
31. Nebraska Medical Board Guideline 
32. Nevada Statute 
33. Nevada Medical Board Regulation 
34. Nevada Medical Board Regulation 
35. New Hampshire Statute 
36. New Hampshire Medical Board Guideline 
37. New Jersey Regulation 
38. New Jersey Medical Board Regulation 
39. New Mexico Statute 
40. New Mexico Medical Board Guideline 
41. North Carolina Medical Board Policy Statement 
42. North Carolina Medical Board Policy Statement 
43. North Carolina Joint Policy Statement 
44. North Dakota Intractable Pain Treatment Act 
45. Ohio Intractable Pain Treatment Act 
46. Ohio Medical Board Regulation 
4 7. Ohio Medical Board Policy Statement 
48. Oklahoma Statute 
49. Oklahoma Medical Board Regulation 
50. Oregon Intractable Pain Treatment Act 
51. Oregon Medical Board Regulation 
52. Oregon Medical Board Policy Statement 
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53. Pennsylvania Medical Board Guideline 
54. Rhode Island Intractable Pain Treatment Act 
5 5. Rhode Island Medical Board Guideline 
56. South Carolina Medical Board Guideline 
57. Tennessee Medical Board Regulation 
58. Tennessee Medical Board Policy Statement 
59. Texas Intractable Pain Treatment Act 
60. Texas Medical Board Regulation 
61. Texas Medical Board Policy Statement 
62. Utah Medical Board Guideline 
63. Vermont Medical Board Guideline 
64. . Virginia Statute 
65. Virginia Medical Board Guideline 
66. Washington Statute 
67. Washington Medical Board Regulation 
68. Washington Medical Board Guideline 
69. West Virginia Intractable Pain Treatment Act 
70. West Virginia Medical Board Policy Statement 
71. Wisconsin Statute 
72. Wyoming Medical Board Policy Statement 

• Testimony - link to David Joranson's Testimony 
David Joranson's U.S. Senate Hearing Testimony - October 13, 1999 
David Joranson's Testimony on HR2260 - June 24, 1999 

• International 
Includes links to the following sections relating to international pain policy: 
1. World Health Organization Publications 
2. Latin America: Opioid Analgesics for Cancer Pain Relief: A Review of Consumption 

Trends and the Literature 
3. Asia: Opioid Analgesics for Cancer Pain Relief: A review of Consumption Trends and the 

Literature 
4. Europe: Opioid Availability: Diagnosis and Treatment of Regulatory Barriers 
5. General: To what extent has the WHO Analgesic Ladder influenced morphine consumption 

in the world? 

• WHO Newsletter "Cancer Pain Release'' 

• Glossary 
Includes definitions for the following terms: 

• Addiction 
• Guideline 
• Law (Statutes and Regulations) 
• Narcotic 
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• Opiate 
• Opioid 
• Schedules of controlled substance 
• Tolerance 
• Physical dependence 
• Psychological dependence 

• Bibliography 
Includes links to the following articles: 

United States 
1. Controlled Substances and Pain Management: A New Focus for State Medical Boards 
2. 1998 Resource Guide - Information about Regulatory Issues in Pain Management 
3. Is methadone maintenance the last resort for some chronic pain patients? 
4. State intractable pain policy: current status 
5. The Use of Opioids for the Treatment of Chronic Pain 
6. Improving pain management through policy making and education for medical regulators 
7. State pain commissions: new vehicles for progress? 
8. State medical board guidelines for intractable pain treatment 
9. Intractable pain treatment laws and regulations 
10. Off-label uses of prescription drugs in pain management 
11. Policy issues and imperatives in the use of opioids to treat pain in substance abusers 
12. Are health care reimbursement policies a barrier to acute and cancer pain management? 
13. Controlled substances, medical practice and the law 
14. Healthcare reimbursement policies: Do they block acute and cancer pain management? 
15. California sponsors pain summit; Maryland fends off new regulations 
16. Recent developments in pain management and regulation 
17. Guiding principles of international and federal laws pertaining to medical use and 

diversion of controlled substances 
18. Availability of opioids for cancer pain: recent trends, assessment of system barriers, new 

WHO guidelines, and the risk of diversion 
19. Wins and losses in pain control 
20. More federal drug control initiatives: Are they warranted? Will they consider the patient? 
21. Regulatory influence on pain management: real or imagined? 
22. Cancer pain: the U.S. responds 
23. Opioids for chronic cancer and non-cancer pain: a survey of state medical board members 
24. Single-copy serialized prescriptions: old regulation in new clothing? 
25. State controlled substances laws and pain control 
26. Pain and euthanasia: the need for alternatives 
27. Legislating proper pain management 
28. Cancer pain and regulation of opioids: balancing drug control and availability 
29. Wisconsin physicians' knowledge and attitudes about opioid analgesic regulations 
30. Federal and state regulation of opioids 
31. A new drug law for the states: an opportunity to affirm the role of opioids in cancer pain 

relief 
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32. Oral morphine for the treatment of cancer pain 
33. Why is a balanced policy important, and do we have it now? 
34. The Wisconsin Cancer Pain Initiative 
35. Achieving balance in drug policy: the Wisconsin model 
36. The Wisconsin Cancer Pain Initiative: a progress report 
37. Responding to prescription drug abuse 
38. A report on the Wisconsin Cancer Pain Initiative 
39. Wisconsin initiative for improving cancer pain management: progress reports 
40. Delta 9 Tetrahydrocannabinol and therapeutic research legislation for cancer patients 

• Feedback 

• Links 

Includes links to U.S. organizations that study pain poJicy: 

American Academy of Pain Medicine 
American Pain Foundation 
American Pain Society 
American Society of Addiction Medicine 
American Society of Law, Medicine & Ethics 
Cancer Detection & Prevention 
End of Life Physician Education Resource Center 
Federation of Medicine 
The Joint Commission on Accreditation of Healthcare Organizations 
Last Acts 
National Association of Boards of Pharmacy 
National Conference of State Legislatures 
Pain Research Group 
Project on Death In America 
Robert Wood Johnson Foundation 
University of Wisconsin 
UW Comprehensive Cancer Center 
Wisconsin Cancer Pain Initiative 

• Search: Enables visitors to search our site by keyword or concept 

• Quick Reference 

1. Evaluation Guide of 17 States - "Achieving Balance in State Pain Policy," July 1999, 
which is a document that presents a framework for understanding the potential of existing 
policies to enhance or impede pain management. This page provides links to the Evaluation 
Guide in three different formats: (1) on-line interactive version, (2) text version, and (3) PDF 
version. The Evaluation Guide of 17 States will be replaced by the complete Guide to all 50 
states and federal policy during the next year of the grant. 
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2. Federal Pain Regulations - Presents the section from the Code of Federal Regulations that 
relates to the prescribing of controlled substances. 

3. Model Guidelines - Presents the full text of the Federation of State Medical Boards of the 
U.S.'s "Model Guidelines for the Use of Controlled Substances for the Treatment of Pain." 
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1 
-w_o_od_,_M_e_r~-----------------------£00 
From: David Joranson 

Sent: Sunday, March 18, 2001 11 :27 AM 

To: MWOOD@rwjf.org 

Cc: rgibson@rwjf.org; vdw@rwjf.org 

Subject: status report 

Dear Merry, 

, vod 
IJult:..OXJ14U 

Here is the status report that you asked for .. sorry it took so long but it took some time to organize 
the information and write it. P]ease note that it is not exhaustive. I hope it is what you were looking for. 
Please let me know your reactions and if you have questions. I'll copy Rosemary and Vicki on this too. 

You-all might be interested in three other items, which I have not included in the report because of 
their sensitivity. 

1. DEA is concerned about the sensational media coverage of oxycontin abuse and contacted my 
recently to discuss the possibility that we could organize a meeting of key pain organizations to meet 
with them to discuss the situation, explore various responses including a statement to the public and to 
medicine about the need for a balanced that takes into account the abuse potential of these drugs and 
also their important medical uses. I checked with key reps and everyone was very positive, so I am in 
the process of organizing a meeting of about 16 people including DEA (Pat Good), PPSG, APS 
(Underwood, Portenoy), AAPM (Jeff Engle), AACPI (June Dahl), C-SP (Myra) and Last Acts (Vicki, 
Karen). 

2. We received a request from a lawyer to sign on to an amicus brief being submitted to the NM medical 
board which is in the process of disciplining a physician for inappropriate prescribing. We decided 
against it. But the interesting part was that the lawyer was making her case based on the NM Pain Relief 
Act (immunity if you follow accepted guidelines), and was dismayed that the board's attorney implied 
that the board basically ignored that law and any doc that counted on that law providing a shield or a 
'safe harbor' was making a big mistake. My response to her was that the law essentially was a law school 
student project, and that the board had not supported the legislation, making the point that this is one 
reason why we avoid legislation to clarify policy and address physicians' fears ofregulatory scrutiny, 
because if the board disagrees with the law they can undermine it. The metaphor was that there is a 
hostile warship in the 'safe harbor.' So here is a concrete example (with as much as we know about the 
situation) where safe harbor laws fail to achieve their goals. The hard work remains to change the 
attitude (or membership) of the board, and this was the same task that should have been addressed 
instead of introducing legislation. 

3. I rec'd a call recently from a ID physician who lost his license for two years, from what I could make 
out, he was probably doing ok in taking care of 300 patients chronic non cancer and some cancer pts, 
except he admitted that his documentation was poor, but this was not the issue, the ID board policy 
statement says that use of opioids chronically requires consultation, he did not do that, and so the board 
nailed him for not obtaining cons. for pts with more than three months of opioids. (That requirement was 

3/27/2001 



P-43071 _ 00282

• • Page 2 of2 

identified as an impediment in our eval guide) Now he has only a few days left to finish meeting with all 
his pts and helping them to find other docs, no small task in that rural area, and I expect some/most will 
have to cut down or eliminate their opioids, which will result in some big tragedies. I have been to Boise 
and have observed the board in action in a legislative hearing, and this is a board that definitely needs to 
be brought up to date. 

Ideas welcome ... 

Best regards, 

David 

3/27/2001 
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A:\status report2.wpd 

Status Report 

"Building Capacity to Promote Pain Policy Through Evaluation, 
Research and Communication" 

In response to a request for a status report from the Robert Wood Johnson Foundation 
staff, PPSG staff have prepared the following report about its activities in 2000 and 2001 to date. 
Please note that the information is not exhaustive. 

I. POLICY 

The PPSG has completed all of the policy projects of the first year of the grant. 
These include publication of the Acliievilig Balance in Federal and State Pain Policies: A 
Guide to Evaluation (the Evaluation Guide) and the Annual Review of State Pain Policies, 
2000 (the Annual Review). 

The Evaluation Guide is a 500-page document that presents the results of a 
systematic content evaluation of federal and state pain policies relating to controlled 
substances, medical and pharmacy practice. The document also contains recommendations 
for changing state policy, a discussion of the regulatory systems that affect pain 
management, and steps that legislatures and state agencies can take to improve pain 
management without interfering with medical practice. The purpose of the document is to 
promote a more "balanced" and consistent pain policy by improving knowledge about 
existing federal and state policy, resulting in a more positive policy environment for pain 
relief and end-of-life care. 

The Annual Review is a 47-page document that summarizes and comments on each 
new or amended state statute, regulation and medical board policy affecting pain 
management that was adopted in the year 2000. It includes the full text of all the new 
policies and an appendix containing the Federation of State Medical Boards' "Model 
Guidelines for the Use of Controlled Substances for the Treatment of Pain." The policy 
activity in 2000 shows that while some boards are adopting balanced policies, others have 
not yet addressed this matter. There remains a large opportunity for state medical boards 
to adopt and communicate to licensees policies that encourage improved pain management. 

PPSG has contacted all the state medical boards twice and pharmacy boards once to 
obtain all recently adopted and amended policies; these have been proofed and added to 
the electronic database of state pain policies on the PPSG website. 

Several articles have been published and four more articles are in various stages of 
publication in major national peer-reviewed journals or books. These are listed in the 
sections on recent and pending publications. 

1 



P-43071 _ 00284

• • 
In response to a question from Rosemary Gibson, PPSG provided a review of the 

North Carolina chronology of policy development and communication. Since 1994, the 
North Carolina Medical Board has adopted several policies, some in cooperation with the 
nursing board and pharmacy board, to recognize the use of controlled substances for pain 
management and end of life care. The Board has repeatedly communicated these activities 
to physicians through its newsletter, Forum and has sponsored educational programs 
aimed at health-care professionals and the public. The Board's efforts can serve as a model 
for medical boards in other states. PPSG plans to submit a brief report to the Federation 
Bulletin in an effort to spotlight this exemplary effort by the North Carolina boards. 

H. COMMUNICATIONS 

The following activities were aimed at getting the PPSG messages and products to the 
right audiences. 

1. Journal of the American Medical Association article "Trends in Use and Abuse of Opioid 
Analgesics." 

JAMA developed and mailed a news release to 1500 reporters nationally. The news 
release was accessible to over 2,000 domestic and international journalists through 
"EurekAlert!" (a Web site for journalists maintained by the American Association for the 
Advancement of Science). 

PPSG developed and distributed a news release to 413 state medical societies, state 
medical boards, state boards of pharmacy, attorney generals, grant advisors, academic 
leaders and pain management advocates. 

PPSG sent an email notification with a link to the article to 166 academic leaders, pain 
management advocates, newsletters, professional societies and listserves. 

JAMA published our Letter to the Editor: In reply to "Reporting drug abuse in the 
Emergency Department" JAMA 284(5) in which PPSG praises the federal government for 
agreeing to make a number of improvements to the DAWN system that were 
recommended by PPSG in the article. 

2. Achieving Balance in Federal and State Pain Policy: A Guide to Evaluation 

PPSG mailed 449 printed copies to state medical and pharmacy boards, state medical 
societies, grant advisors, academic leaders, pain management advocates and 
organizations, drug regulatory leaders, State Pain Initiatives, Community-State 
Partnerships, legislative librarians in all the states, as well as to select Members of 
Congress. 

2 
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PPSG sent an email notification with a link to the document on our website to a national 
list of 123 academic leaders, pain management advocates, newsletters, professional 
societies, list serves and to Wisconsin legislators. 

Requests continue to arrive; 85 additional Evaluation Guides have been distributed since 
the initial mailing. 

3. Annual Review of State Pain Policies 2000 

PPSG sent 215 printed copies to the Cancer Pain Initiatives in the 5 states represented in 
the report, legislative librarians in all states, each state medical board and society, the 
National Advisory Committee for the Community-State Partnerships, and leaders in the 
pain field. 

PPSG sent an email notification with a link to the document on our website to a national 
list of 150 academic leaders, pain management advocates, newsletters, professional 
societies, Wisconsin legislators, and list serves. 

4. Journal of the American Pharmaceutical Association, "Pharmacists' knowledge and attitudes 
about opioid pain medications in relation to federal and state policy." (In process) 

PPSG is sending an email notification to a national list of academic leaders, pain 
management advocates, pharmacy boards, leaders in Wisconsin pharmacy practice, and 
listserves. There will be a link to the abstract. 

PPSG organized a meeting with Wisconsin pharmacy leaders to give them a 'heads up' 
and to generate discussion about actions to address the deficiencies reported in the article. 
The Pharmacy Society of Wisconsin (PSW) plans to reprint the J APhA article in their 

Journal which will be distrubuted to 3,000 practicing Wisconsin phannacists. PSW is 
also considering a special mailing of the article and other pain management materials to 
all pharmacists. PSW has invited PPSG to present the results and recommendations to 
the PSW semi-annual and annual meetings. PSW is planning other related activities, such 
as a clinical commentary on the issues raised by the article, as well as an analysis of what 
pharmacists can do within the law, compared to what they usually hear about what they 
can't do. 

5. Other communications activities have spotlighted PPSG work. 

The American Pain Foundation requested PPSG to write an article for their new 
newsletter, the Pain Connection. The article summarizes recent PPSG activities in the 
United States and abroad. It will be published in the spring of 2001. 

3 



P-43071 _ 00286

• • 
The National Council of State Legislatures requested PPSG to prepare a piece about its 
recent products that could be published November 6, 2000. 

6. PPSG Brochure 
A brochure for publicizing the PPSG message and resources and introducing the PPSG to 
the media has been developed, although final design and printing have been delayed by 
uncertainty about our move to a new location. 

7. Website 

The website is periodically checked and updated to ensure the links are working. 

Three major new products have been added: (1) "Trends in Use and Abuse of Opioid 
Analgesics," (2) Achieving Balance in Federal and State Pain Policy: A Guide to 
Evaluation, and (3) Annual Review of State Pain Policies, 2000 . 

The comprehensive database of the full text of all state pain policies is updated as new 
policies are adopted. 

The PPSG website receives an average of3,000 users/10,000 hits/month. 

8. Participation in list serves 

PPSG staff monitor and participate in several national listserves about pain management, 
end-of-life care and controlled substances regulation. We frequently provide comments, 
accurate information in response to questions, and links to key resources that respond to 
topics being discussed. 

9. OTHER 

PPSG posted a question on the Last Acts website in order to present a case of 
physician being disciplined in Canada-precipitating an outpouring of cries that this was an 
attack on pain management. We presented facts of the case, and asked Dr. David 
Weissman to respond, which he did, making it perfectly clear that the physician's practice 
was substandard. 

PPSG has assisted several of the Last Acts communications firms to develop various 
products, including reports on our work, policy briefs and audio-tapes. 

HI. TECHNICAL ASSISTANCE 
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PPSG has provided technical assistance to a variety of individuals and groups 

including the American Bar Association, the California State Board of Pharmacy, and the 
Hawaii Cancer Pain Initiative, and pain management and end of Hf e care organizations in 
Hawaii, Kansas, Maine, New Mexico, Texas, Wisconsin and Michigan. 

For example, PPSG responded to a request from the Commission on End of Life 
Care Committee on Prescription Drugs and the Michigan Hospice and Palliative Care 
Organization by providing a written critique of their recommendations to change state 
regulatory requirements relating to the use of controlled substances for pain management 
and end of life care. Members of the PPSG participated in a conference call with the 
Michigan committee to discuss their future steps. 

PPSG helped to organize and moderate a summit meeting of health care 
professionals, drug law enforcement and medical regulation from Maryland, West Virginia 
and Virginia. The objective was to address health care professionals' concerns about being 
'squeezed' between new pain accreditation standards and their fears of being investigated 
for prescribing 'too much.' 

Staff members have contributed to many national conferences and meetings, 
including those of Last Acts; Midwest Bioethics; the Community-State Partnerships; the 
American Alliance of Cancer Pain Initiatives; the American Pain Society; the American 
Pharmaceutical Association; the American Society of Law, Medicine & Ethics; the National 
Association of Boards of Pharmacy; the National Association of State Controlled 
Substances Authorities; and Pain Management & Chemical Dependency. The National 
Council of State Legislatures has indicated its desire for ongoing collaboration with the 
PPSG. 

Presently, PPSG is organizing an exploratory meeting to provide an opportunity for 
the US Drug Enforcement Administration and key pain and end of life organizations to 
review the situation with regard to the outbreak of abuse of oxycodone and discuss 
responses. 

IV. FEEDBACK/HONORS 

PPSG products were recognized by the administrator of the New York Board of 
Professional Medical Conduct. She told us that our work had played a major role in 
development of the Board's recent policy statement about the use of controlled substances 
for pain management (enclosed), which includes many positive statements and none that 
are negative according to PPSG policy evaluation criteria. 

The immediate past president of the Missouri Medical Board stated that he wished 
he could rewrite our state pain law after reading the PPSG Evaluation Guide. 
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The PPSG website received StudyWeb's® Academic Excellence Award as a premier 

site for educational resources relating to Social Studies and Law. 

The PPSG website was complimented by the President of Liquid Streaming®, a 
website consulting firm in New York, who stated during a meeting of pain management 
experts that the PPSG website was "one of the easiest medically-related websites to 
navigate to :find important policy and legal information." 

Mr. Joranson accepted the invitation of Dr. Russell Portenoy to become a member 
of the Editorial Advisory Board of the Journal of Pain and Symptom Management. 

V. NEXT STEPS 

In the next few months we will start the year-two content evaluation of medical 
board policies. We will compare medical board policies developed before the Federation of 
State Medical Board's Model Guidelines with those adopted afterwards to determine 
whether later policies are more balanced, whether they are more direct in addressing 
physicians' concerns about regulatory scrutiny, and whether they are more likely to use 
accurate terminology related to pain and addiction. 

Further improvements will be made to the website, and our activities to provide 
information and technical assistance will continue. 

In the near future we will submit to RWJF a concept paper for discussion in regard 
to possible projects. 

VI. RECENT PUBLICATIONS 

Gilson AM, Joranson DE, Ryan KM. Medical use and abuse of opioids. Journal of 
Pharmaceutical Care in Pain & Symptom Control. 2000;8(4):l-4. 

Gilson AM, Ryan KM. Midwest program feature: The University of Wisconsin Pain and Policy 
Studies Group. Midwest Pain Society Update. 2000;Spring/Summer:6. 

Gilson AM, Ryan KM, Maurer MA. A bibliography ofrecent pharmaceutical care articles on 
pain management and end-of-life care issues. Journal of Pharmaceutical Care in Pain & 
Symptom Control. 2000;8(4):49-56. 

Joranson DE, Gilson AM. Pharmacists' knowledge and attitudes about opioid pain 
medications in relation to federal and state policy. Journal of The American 
Pharmaceutical Association, 2001 ;41 (2):213-200. 
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in Federal and State Pain Policy: A Guide to Evaluation. The Pain & Policy Studies Group, 
University of Wisconsin Comprehensive Care Center. 2000. 
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It is well recognized that pain is prevalent in cancer and in other diseases and conditions, 

especially near the end of life (Bernabei et al., 1998; Cleeland et al., 1997; Ferrell, Juarez, & 

Borneman, 1999; Nowels & Lee, 1999; SUPPORT, 1995). Often, pain is not treated adequately. 

Unrelieved pain can impair all aspects of ordinary life activities and can lead to a patient's wish 

for death (Institute of Medicine, 1997). Relief of pain improves quality of living and can 

decrease suffering in the advanced stages of disease (WHO, 1986). 

There are many phannacologic and non-pharmacologic treatments that may be used to 

relieve pain. Opioid analgesics such as morphine are safe and effective for the medical 

management of pain, especially moderate to severe pain due to cancer (Jacox et al., March 1994; 

Portenoy, 1989; 1996; WHO, 1996). Opioids must be available when and where patients need 

them, especially when pain is severe (Institute of Medicine, 1997; WHO, 1990). Physicians, 

pharmacists and nurses must be able to prescribe, administer and dispense opioids according to 

individual patient needs (WHO, 1996). Historically, the use of opioids has been marginalized 

due to concerns about side-effects and abuse liability. The use of opioids to manage chronic 

non-cancer pain is becoming increasingly recognized. Even so, some patients find it difficult to 

obtain this essential medication; this is especially true for patients in pain who have a history of 

drug abuse or are using drugs for nondtherapeutic purposes (Portenoy, 1996; Savage, 1999). 

This article reviews the laws, regulations, and medical board policies that govern the use 

of opioids, including some that impede access to appropriate pain management for patients who 

currently abuse, or have abused, controlled substances. 

Policies Governing Drug Availal,ili-ty 
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Before presenting specific policy language, brief definitions will be provided about the 

types of policies that will be discussed. 

"Law" is a broad tenn that refers to rules of conduct with binding legal force 

adopted by a legislative or other government bodies at the international, federal, 

state or local levels. Laws also can be found in treaties, constitutional provisions, 

decisions of a court, statutes and regulations. 

A "regulation" is an official rule issued by agencies of the executive branch of 

. government. They .are usually found in a state's administrative code or code of 

regulation. Regulations have the force of law, and are intended to implement or 

interpret laws that grant regulatory authority to an agency, often to establish what 

conduct is or is not acceptable for those regulated by the agency (such as 

physicians, pharmacists, and nurses). Regulations of state agencies should not 

exceed the scope of the agency's statutory authority. 

"Guideline," as used here, means an official policy statement that is issued by a 

government agency, such as a state medical board, to express it's attitude or 

position on a particular matter. While guidelines themselves do not have binding 

legal force, they may outline parameters or standards of conduct for those who are 

regulated by the agency. For example, a number of state medical boards have 

issued guidelines regarding the medical use of opioids that define the conduct the 

board considers to be within, as well as outside of, the professional practice of 
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medicine. Some phannacy and nursing boards have issued similar guidelines. 

Guidelines also include policy statements that may appear in a position paper, 

report, article, or agency newsletter. 

International Policy: The Principle of"Balance" 

The prescribing and dispensing of opioids1 is governed by international treaties, U.S. 

federal law and regulations, and state laws and regulations. Although the singular purpose of 

these policies typically is perceived to be the control of diversion and the prevention of illicit 

drug use, drug control policy intends for there to be a second and equally important purpose -

that of ensuring drug availability. Opioids are necessary for relief of pain and must be 

adequately available for medical purposes (United Nations, 1977a). Recognizing the presence of 

both control and availability in public policy is referred to as a "balanced" approach (Joranson & 

Dahl, 1989; Joranson, I 990a; Joranson & Gilson, I 994a). In achieving a proper balance between 

availability and control, the United Nations drug control authorities assert that efforts to prevent 

drug abuse and diversion should not interfere with the availability and medical use of controlled 

drugs (United Nations, 1977a; 1977b). 

U.S. Federal Policy 

Many prescription drugs, including opioid analgesics, are approved as both safe and 

effective for human use under medical supervision by the U.S. Food and Drug Administration 

1 Opioids, often referred to by regulatory agencies as "narcotic drugs," is a legal tenn that includes opiates 
and opioids, as well as cocaine and marihuana. 
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(FDA), according to authority under the Federal Food, Drug and Cosmetic Act of 1962 

(FFDCA). Prescribing decisions are medical decisions; physicians generally are allowed to 

prescribe for a medical purpose and in the interest of the patient according to their best 

judgement (Federal Register, 1975). Prescription drugs may be prescribed for other than their 

specifically labeled indications or recommended doses if there is a medical rationale (Federal 

Register. 1983). FDA does not regulate medical practice (United States vs. Evers, 1981). The 

states, not the federal government, govern the practice of medicine (Joranson & Gilson, 1994a). 

In addition, opioid analgesics are subject to controlled substances policies because of 

their abuse liability. The Controlled Substances Act (CSA, 1970) is a federal law that establishes 

the U.S. system of drug control and is intended to accomplish both goals of control and 

availability, paralleling the international treaties. Availability is accomplished through a 

regulated distribution system that governs import, manufacture, distribution, prescribing, 

dispensing, and possession. Licensed professionals may prescribe, dispense, and administer 

controlled drugs for legitimate medical pwposes and in the course of professional practice if they 

have a state license to practice their profession and a valid controlled substances registration 

from the Drug Enforcement Administration (DEA) (DEA, 1990). To prevent diversion, the CSA 

establishes a system of requirements, penalties, security, record-keeping and monitoring. The 

Code of Federal Regulations (CFR) (Title 21, Chapter 2) is the regulation that implements 

federal law. The CFR is administered by the DEA 

The CSA recognizes that controlled substances are necessary for public health and that 

availability of prescription controlled substances must be ensured. Toe CSA states that "many of 

the drugs included within this title have a useful and legitimate medical purpose and are 

necessary to maintain the health and general welfare of the American people" (p. 834). 
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CSA Drug Schedules 

The CSA classifies controlled substances into five schedules; each carries different 

penalties for unlawful uses; requirements for prescriptions also vary depending on the schedule. 

Schedule I lists the drugs that have no accepted medical use and are available only for scientific 

research, such as marijuana, methaqualone, and the opioids such as heroin. Schedules II-V 

contain drugs that have been approved by the FDA for medical use and have an abuse potential, 

including the opioids. Opioids with the highest potential for abuse (and which also are 

indispensable for relief of pain) are placed in Schedule II. Schedule II drugs include morphine, 

hydromorphone, oxycodone, meperidine, fentanyl. Schedule III contains drugs with lower abuse 

potentials (as well as important medical uses) than either Schedules I or II, and include opioids 

such as hydrocodone and codeine combinations. Schedule IV includes opioids with important 

medical uses, such as dextropropoxyphene and codeine compounded in smaller dosages. 

Schedule V drugs have the lowest abuse potential and includes opioids primarily for medical use 

as antitussives or antidiarrheals. 

Federal Laws Related to Opioid Prescribing 

All persons or business entities must be registered with the DEA in order to manufacture, 

order, prescribe, or dispense controlled substances. All registrants' purchases must be made 

using a special triplicate order form (not to be confased with the triplicate prescription form that 

used to be required in several states) to monitor all transfers of controlled substances within a 

.. closed distribution system." Prescriptions for Schedule II drugs must be in written form and 

may not be refilled, while five refills are pennitted for drugs in Schedules III and IV. Federal 

law allows oral prescriptions of controlled substances in Schedule II in medical emergencies and 
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under specific circumstances (21 CFR § 1306.11 ( d) ). Federal law also allows for the partial 

dispensing (21 CFR §1306.13) and faxing (21 CFR §1306.1 l(a)) of Schedule II prescriptions 

under certain circumstances. Federal laws and regulations do not limit the amount of the 

prescription, the duration of prescribing, nor the period for which a prescription is valid. There 

are penalties, both criminal and civil, for violation of federal requirements. 

Under the CSA, it is not considered to be a legitimate medical purpose, and is therefore 

unlawful, to prescribe narcotic drugs for the purpose of maintenance or detoxification treatment 

of narcotic addiction; this activity requires federal registration as a Narcotic Treatment Program 

(NTP). NTPs may dispense but not prescribe only those narcotic drugs approved for this 

purpose, such as methadone, and must comply with federal and state methadone program 

regulations. It is important to note that methadone may be prescribed and dispensed as tln 

analgesic by physicians and pharmacists with controlled substances registrations, just as one 

would prescribe another Schedule II opioid analgesic. 

State Policies 

Tue regulation of medical practice occurs at the state, not the federal, level. Therefore, 

numerous state laws, regulations, and other governmental policies may further limit medical 

practice with controlled substances. State legislatures have adopted statutes to protect the public; 

these provide authority for a state agency to license and discipline members of the medical 

professions. Tue law creates a board, such as a Board of Medical Licensure or Boards of 

Pharmacy or Nursing, that is responsible for licensing the members of the profession, as well as 

disciplining licensees for violation of standards of professional conduct found in state statutes or 

regulations. 
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Boards may adopt regulations to implement the law governing medical practice; a board's 

rule-making procedures are a matter for public input and public record. Typically, there is a 

fixed number of board members also are appointed by the Governor for staggered terms. 

Sometimes this is done in consultation with the profession's state society. Board investigation of 

a licensee may be initiated by a complaint or by referral from another agency. 

Boards differ greatly as to the procedures used for initial inquiry and investigation into 

complaints; some boards, by law, are required to investigate each complaint received; others can 

exercise discretion. In some states, the mere filing of a complaint against a physician is a matter 

of public record. Investigations may be prompt, and may be dropped due to insufficient 

evidence, or may proceed to disciplinary action. Sometimes these proceedings take several years 

before they are concluded. If the board finds there has been one or more violations, a range of 

actions may be considered depending on the nature of the violation, and may include a warning, 

education, limitation or removal of prescribing privileges, or suspension or revocation of the 

professional's license. Board disciplinary actions are reviewable by the state courts. Boards also 

manage programs to assist in the identification, treatment and recovery of impaired licensees. 

The licensing boards for each health-care profession have a national organization; for 

medical boards, it is the Federation of State Medical Boards of the United States (FSMB); for 

phannacy boards, it is the National Association of Boards of Pharmacy; for nursing boards, it is 

the National Council of State Boards of Nursing. These organizations sponsor a number of 

activities, such as: (1) annual meetings, (2) task forces to study specific issues relevant to the 

regulation of that profession, and (3) technical assistance, training, policy development and 

. preparation of model laws. and regulations, and dissemination of information, including 

newsletters, statistics about licensees and discipline. 
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In addition to professional practice policy, the states have adopted versions of the CSA in 

order to apply state laws to the control of controlled substances. Typically, these laws are 

patterned after the model Uniform Controlled Substances Act (UCSA) prepared by the National 

Conference of Commissioners on Uniform State Laws (NCCUSL) (August, 1970; July, 1990). 

These state laws permit prescribing, dispensing, or administering of controlled substances for 

legitimate medical purposes, although most do not specifically recognize the essential medical 

value of controlled substances when they were adopted, as did the CSA. A revised model UCSA 

has been prepared to correct this and other deficiencies (NCCUSL, July, 1994), but only a few 

states have adopted the changes, including Washington, Colorado, and Wisconsin. The criminal 

provisions of the state controlled substances laws are enforced by state and local police agencies, 

while departments of regulation and licensing and pharmacy examining boards manage the 

administrative aspects. such as drug scheduling. Some state agencies have issued regulations 

that govern the prescription and dispensing of controlled substances more strictly than under 

federal law (National Association of Boards of Pharmacy, 1998; Joranson & Gilson, 1994a). 

Penalties for violation of prescribing requirements varf widely. 

In addition, a number of states have laws that establish Prescription Monitoring 

Programs. At this writing, there are seven states with laws requiring use of a special prescription 

form and Electronic Data Transfer (EDT) to monitor prescriptions of controlled substances. 

Typically, these programs apply to any medication in Schedule II, including the opioids such as 

fentanyl, hydromorphone, oxycodone, meperidine, and morphine. In these states, physicians are 

required to obtain a special prescription form, often from the state agency that monitors the 

prescriptions. Nine states use EDT alone to monitor such prescriptions. These programs do not 

require physicians to use special prescription forms. The patient simply talces the regular 
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prescription form to the pharmacy, and the pharmacist is responsible for relaying the prescription 

information electronically to the relevant state agency. States wishing to adopt a prescription 

monitoring program for the first time opt for EDT systems alone. States that have required 

special prescription forms in the past have added EDT. 

What is "Addiction"? 

The use and definition of tenns associated with drug abuse phenomena, such as 

"addiction," remains a point of confusion. Such confusion originates in part from official 

definitions and expert opinions that have traditionally characterized addiction as primarily 

physical dependence, as indicated by the withdrawal syndrome. In 1969, the World Health 

Organization (WHO) replaced "addiction" and "habituation" with the term "drug dependence." 

The use of drug dependence was a major change; it was defined primarily as the use of a drug for 

its psychic effects, and characterized by compulsive use. Physical dependence ( as evidenced by 

withdrawal syndrome) nor tolerance, by themselves or together, were no longer sufficient to 

define drug dependence. The distinction between physiological adaptation to a drug ( evidenced 

by the development of withdrawal synd.rom and tolerance) and compulsive use despite harm is 

reflected in the two primary diagnostic classification systems used by health-care and mental­

health professional: the WHO' s International Classification of Mental and Behavioural 

Disorders (10th Edition) (ICD-10) and the American Psychiatric Association's Diagnostic and 

Statistical Manual (4th Edition) (DSM-IV). The criteria to diagnose "dependence syndrome" and 

"substance dependence" from the ICD-10 and DSM-IV, respectively, include both withdrawal 

and tolerance. However, compulsive use that contributes to personal impairment or distress must 
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also be present for the diagnosis to be possible. As a result, a maladaptive pattern of behavior (as 

represented by a compulsive desire to take the drug) is the essential characteristic of 

"dependence." 

In 1993, the WHO Expert Committee on Drug Dependence further clarified that cancer 

patients who use opioids should not be considered dependent solely on the basis of the 

development of a withdrawal syndrome that would occur if the opioid medication were to be 

stopped. The WHO has further reinforced this notion by stating that: 

... dependence should not be a factor in deciding whether to use opioids to treat the 

cancer patient with pain. (WHO, 1996, p. 41) 

The accurate use of terminology is central to shaping a "balanced" policy on drug control 

especially in the United States, where prescribing of opioids to maintain addiction is illegal. It is 

neither appropriate nor necessary to use tenns to refer to persons as "addict" or "habitue" in 

controlled substance or professional practice policy. If these tenns are used, they should be 

defined so there is no possibility of confusion with pain patients who may be tolerant and/or 

physically dependent (Joranson, 1990b; NCCUSL, 1990, 1994). It is now recognized that 

tolerance and physical dependence denote normal physiological adaptation of the body to the 

presence of an opioid; thus, a patient being treated with opioid analgesics may develop physical 

dependence and/or tolerance. Confusion of addiction or drug dependence with physical 

dependence or tolerance can result in labeling a pain patient as an "addict" or "drug dependent," 

and increase the risk of inadequate pain treatment. 

Indeed, Weissman and Haddox (1989) have defined the term "pseudoaddiction." This 
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tenn characterizes a situation in which the pattern of pain relief-seeking behavior by a pain 

patient who is receiving inadequate pain management is mistaken by health-care providers for 

drug-seeking behavior characteristic of addiction or dependence. The inappropriate perception of 

pain patients as drug-seekers or addicts may result in denial of the opioid prescriptions they may 

need pain management. There has been at least one documented case where an inadequately 

treated pain patient illegally called in controlled substances prescriptions only to obtain pain 

relief. Prosecutors viewed the patient as a drug abuser, even though evaluation for pain was 

positive and was negative for addictive disease (State of Wisconsin vs. Holly, 1997). 

Policies That Can Affect Prescribing to Pain Patients who Abuse· Controlled Substances 

Federal Policy 

Federal policy has several provisions that will be examined. 

Definition of "addict. " The CSA defines a class of persons called "addict" as an 

individual who: 

habitually uses any narcotic drug so as to endanger the public morals, health, 

safety, or who is so far addicted to the use of narcotic drugs as to have lost power 

of self-control with reference to his addiction. (p. 836) 

The definition is circular and uses archaic terminology. However, since the main component of 
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the definition is loss of control and harm, the potential for this term to confuse an addict with a 

pain patient is low. It is possible, however, that this old definition assumes that addiction means 

physical dependence/withdrawal, since this term appeared in law long before the more recent 

distinction was made between physical dependence and compulsive behaviors that characterize 

addiction. 

This latter possibility is supported by the federal regulation that governs dispensing of 

methadone for maintenance or detoxification treatment of narcotic addiction in an NTP. 

Eligibility for admission to an NTP requires that the person be "narcotic dependent," defined as 

"an individual who physiologically needs ... a heroin or morphine-like drug to prevent the onset of 

signs of withdrawal" (CFR 291.505(a)(5)). Anecdotal reports suggest that some chronic pain 

patients are indeed being admitted to NTPs only to obtain methadone for pain relief (Joranson, 

1997). A California NTP director has estimated that approximately 200 patients had been 

admitted to NTPs during the mid- l 990s for the treatment of chronic pain conditions, and that 

these were individuals who had demonstrated no behavioral characteristics of addiction 

(Tennant, 1996). Thus, federal regulations contain language that confuses physical dependence 

with addiction and allows pain patients to be admitted to addiction treatment programs. 

State Policies 

Studies have demonstrated that state policies are not as balanced as international and 

federal policy (Joranson, 1990a; Joranson & Gilson, 1994a). Many state laws do not recognize 

the value of controlled drugs to public health as does federal law. States have laws, regulations, 

or other governmental policies that restrict pres.cribing and dispensing of opioids more than 

federal policy; such policies have the potential to interfere with patient care decisions that should 
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be made by health-care professionals. rather than by government officials. 

Studies of regulatory impediments to pain in state policies began in Wisconsin in the 

mid-1980s (Hill, 1989; Joranson & Dahl, 1989; Joranson & Gilson, 1996; 1997). Subsequently, 

a succession of reports on inadequate pain management by national expert groups identified 

regulatory impediments in state policies (Federation of State Medical Boards of the U.S., May 

1998; Institute of Medicine, 1997; Jacox et al., March 1994; Merritt, Fox-Grage, & Rothouse, 

1998; National Conference of Commissioners on Uniform State Laws, July 1990; July 1994). 

Many of the restrictive provisions that have been identified in state policies date back as far as 25 

years, and appear to have been based on now-outdated conceptions about addiction and side­

effects of opioid analgesics. 

A comprehensive criteria-based evaluation of strengths and weaknesses of policies in 17 

states has been accomplished (Joranson, Gilson, Ryan, Maurer, & Nelson, July 1999). 

Evaluation of the remaining states and federal policy will be completed in 2000. This evaluation 

has identified a number of provisions that have the potential to impede pain management, as well 

as a number which have the potential to enhance pain management. Some states restrict the 

quantity of controlled substances that can be prescribed at one time, or limit the validity of a 

prescription to a few days. A number of states have imprecise terminology that could confuse 

persons with addictive disease or drug dependence with pain patients. One example of such 

language can be found in Oklahoma (Oklahoma Uniform Controlled Dangerous Substances Act, 

§2-101(15)), which uses a defmition of"d.rug-dependent person" that is fairly common in state 

laws: 

a person who is using a controlled dangerous substance and who is in a state of 
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psychic or physical dependence, or both, arising from administration of that 

controlled substance on a continuous basis. 

Several states also require physicians to report to a government agency patients to whom they 

prescribe controlled substances for more than several months. Such a policy can create an 

additional administrative burden for the physician. In addition, such a policy can cast a shadow 

over the treatment of pain in patients with a substance abuse history and in those pain patients 

who currently use drugs for non-therapeutic purposes. For example, these clinical situations 

occur with patients who have AIDS. Some states, including New York and Texas, have revised 

their definitions to permit the treatment of substance abusers with controlled substances. The full 

text of state pain policies can be found on the PPSG website at www.medsch.educ/painpolicy. 

Intractable Pain Treatment Acts. Since 1989, a number of state legislatures have adopted 

Intractable Pain Treatment Acts (IPTAs). A review ofIPTAs suggests that, although the intent 

of these policies is to address physician fear ofregulatory scrutiny, they also have provisions that 

if strictly implemented would restrict physician prescribing and patient access to opioid 

analgesics (Joranson, 1995; Joranson & Gilson, 1997). Potentially restrictive language can be 

found in most IPTAs' definition of intractable pain. The Texas IPTA (Texas Intractable Pain 

Treatment Act, Article 4495c) was the first intractable pain-related policy and has served as a 

model for five of the other nine states (56%) with IPTAs. It defines "intractable pain" as: 

... a pain state in which the cause of the pain cannot be removed or otherwise 

treated and which in the generally accepted course of medical practice no relief or 

cure of the cause of the pain is possible or none has been found after reasonable 
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efforts. ( emphasis added) 

Taken in the context of a law relating to the use of opioid analgesics, such a definition 

implies that a physician's prescribing of controlled substances for chronic pain is outside of 

generally-accepted medical practice unless done within the parameters of the IPTA. Further, 

limiting the use of opioids only to those patients were other efforts have failed implied that use of 

opioids is a treatment oflast resort. Thus, despite the intent oflPTAs to encourage pain 

management, these laws appear to position the use of opioids nearer to the edges of medical 

practice rather than at the center. 

A balanced approach to drug policy will recognize that physicians should make medical 

decisions based on the treatment needs of individual patients. However, before prescribing 

opioids, some IPT As require the physician to obtain a consultation or an evaluation of every pain 

patient by a specialist in the organ system believed to be the cause of the pain, in order for the 

physician to be immune from discipline. Such a governmental requirement appears to further 

marginalize pain management and does not take into account the expertise of the physician or the 

patient's needs, which in some cases could be relatively straightforward or of an immediate 

nature. Such policies may discourage pain management because of the increased time and 

administrative burden for the physician as well the possibility of increased cost to the patient. 

Further, immunity from discipline under some IPTAs excludes a physician's prescribing 

to the entire class of patients who use drugs non-therapeutically and, therefore, may have the 

unintended effect of excluding substance abusers from pain management (Joranson & Gilson, 

1994b ). Such provisions appear to conflict with federal policy which only prohibits physicians 

from prescribing narcotic drugs for the purpose of maintaining narcotic addiction, but does not 
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prohibit prescribing of opioids to persons who have pain and also addictive disease. Such state 

policies have the clear potential to interfere with the treatment of pain in persons who have 

addictive disease and who have cancer or AIDS. 

State Medical Board Policies. A recent content evaluation of state medical board 

guidelines found that almost 80% of these policies established recommendations or specific 

requirements regarding prescribing of opioids for patients with a history of drug abuse 

(Monterroso, Gilson, Williams, Nelson, Joranson, October 1997): 

• to evaluate each patient for a history of addiction or for current addiction; 

• to consult another physician about the diagnosis; 

• to provide extra care and special attention; 

• to establish treatment according to the possibility of drug misuse; and 

• to be "vigilant" with regard to drug-seeking behaviors. 

Several policies also stated that it would be inappropriate medical practice to prescribe controlled 

substances to a person who used drugs non-therapeutically. In sharp contrast, one state's policy 

stated that: 

"Addicts can be the legitimate victims of pain, independent of their 

addiction ... although it is appropriate to prescribe for pain control, extra diligence 

must be exercised with such patients." (New Mexico Board of Medical 

Examiners, July 1997, p. 1). 
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It is evident that some state medical board policies that are intended to improve access to pain 

management do not contain language that would include patients who use ( or have used) drugs 

for non-therapeutic purposes. 

Perceived Risk of Regulatory Scrutiny 

A number of studies and articles report that physicians are reluctant to prescribe opioid 

analgesics because they are concerned about being investigated by a regulatory agency (Institute 

of Medicine, 1997; Hill, 1993; Joranson & Gilson, 1994b; Haddox & Aronoff, 1998; Martino, 

1998). A pilot survey of Wisconsin physicians conducted in 1991 found that more than one-half 

reported that they would reduce the dose or quantity, reduce the number ofre:fills, or choose a 

drug in a lower schedule because of concern about regulatory scrutiny (Weissman, Joranson, & 

Hopwood, 1991). In addition, 40% of the physician-members of the American Pain Society 

(APS) agreed in 1991 that their prescribing of opioids for chronic nonmalignant pain was 

influenced by legal concerns (Turk, Brody, & Okifuji, 1994). Although these studies suggest 

that physicians fear discipline from a regulatory agency, is this fear warranted? 

In 1991, all state medical board members in the U.S. were surveyed to learn more about 

whether regulators' knowledge and attitudes about the medical use of opioids for chronic cancer 

and non-cancer pain could pose a risk to the physician who prescribe opioid analgesics 

(Joranson. Cleeland, Weissman, & Gilson, 1992). Board members were asked to give their 

opinion about the legality and medical acceptability of prescribing opioids for more than several 

months in four patient scenarios involving malignant and non-malignant pain, with and without a 

history of drug abuse of the opioid type. There were five possible responses: (1) lawful and 

generally acceptable medical practice. (2) lawful but generally not accepted medical practice and 
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should be discouraged. (3) probably a violation of medical practice laws or regulations and 

should be investigated, ( 4) probably a violation of federal or state controlled substances laws and 

should be investigated, and (5) don't know. 

Only 75% of medical board members were confident that prescribing opioids for chronic 

cancer pain was both legal and acceptable medical practice; 14% felt it was legal but would 

discourage it; 5% believed that the practice was illegal and should be investigated. If the cancer 

patient with chronic pain had a history of opioid abuse, less than half of the respondents ( 46%) 

were confident in prescribing opioids and 22% would discourage the practice. Fourteen percent 

considered the practice to be a violation of medical practice law and 12% viewed it as a violation 

of controlled substances laws. When the patient's chronic pain was of non-malignant origin, 

only 12% ofrespondents were confident that prescribing opioids was both legal and medically 

acceptable; 47% would discourage it; and nearly a third recommended investigating the practice 

as a violation of law. Finally, only 1 % of respondents viewed the prescribing of opioids for more 

than several months to a patient with chronic non-malignant pain and a history of opioid abuse as 

legal and acceptable medical practice. 

Overall, it appears that many medical board members lacked knowledge about the use of 

opioids and other controlled substances to manage pain. To varying degrees they would 

discourage or investigate the prescribing of opioid analgesics for chronic pain, particularly if the 

patient does not have cancer but especially if the patient had a history of drug abuse. It is 

important to recognize that the presenting problem in each scenario was pain, not addiction. 

Results from this survey also suggested that there was confusion about the meaning of 

addiction. Respondents were asked to define "addiction" by selecting one or more appropriate 

terms from the following list: physical dependence, tolerance, psychological dependence, other, 
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and don't know. Eighty-five percent of board members included physical dependence as a 

characteristic of addiction. Only 10% of respondents defined addiction solely by psychological 

dependence, whereas 21 % and 1 % viewed it to be only physical dependence or tolerance, 

respectively. These responses were given even though addiction is not established by the 

presence of physical dependence or tolerance, but rather by a maladaptive pattern of use 

including loss of control, adverse consequences of use, and unwarranted preoccupation 

(American Academy of Pain Medicine/American Pain Society, 1997; American Pain Society, 

1999; American Society of Addiction Medicine, 1998). It was evident that medical board 

members needed updated information about the use of opioid analgesics and law governing 

controlled substances. Therefore, we offered to provide workshops on pain management to any 

interested state medical board. 

From 1994 to 1998, state medical boards have participated in 11 pain management 

workshops sponsored by the PPSG and the FSMB. During the same period, boards began to 

adopt guidelines (and in a few cases, regulations) to encourage improved pain management and 

to dispel physicians' fear of discipline (Joranson & Gilson, 1996; Joranson, Gilson, Dahl, & 

Haddox, in review). 

Model Guideline 

In 1998, the FSMB adopted a document entitled .. Model-Guidelines for the Use of 

Controlled Substances for the Treatment of Pain." The purpose was to promote positive state 

medical board pain policy and greater policy consistency between the states, The Model 

Guidelines were developed as a cooperative effort between the FSMB and representatives of 

state medical boards, the PPSG, the APS, the American Academy of Pain Medicine, and the 
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American Society of Law, Medicine and Ethics. The FSMB disseminated the Model Guidelines 

to each state medical board with a request that they be considered and adopted as policy. 

The Model Guidelines state that opioid analgesics may be necessary for the treatment of 

pain, including pain associated with acute, cancer, and non-cancer conditions. If adopted by state 

medical boards, the positive language would communicate to medical professionals that their 

licensing board recognizes there are health benefits to using controlled substances as part of 

legitimate medical practice. 

The Model Guidelines address directly the limitations inherent in current board policies, 

as identified by the content evaluation. Although many existing medical board policies do not 

have a clear statement of purpose, the model guidelines encourage pain management, and clarify 

that effective pain management is expected in good medical practice. In addition, the policy 

recognizes that physicians are concerned about regulatory scrutiny and provides them with 

information about how the board distinguishes legitimate medical practice from unprofessional 

conduct. The Model Guidelines make it clear that judgements about the legitimacy of a medical 

practice will be based on the treatment outcomes for patients, rather than on the amount or 

duration of prescribing. 

The Model Guidelines also contain a set of recommended treatment parameters for using 

controlled substances for pain management, which are based on principles of good medical 

practice. Seven outlined treatment steps are included: {l) medical history and physical 

examination, (2) treatment plan with identified objectives, (3) informed consent to treatment, (4) 

periodic review of treatment, (5) consultation as necessary, (6) accurate and complete medical 

records, and (7) compliance with both federal and state controlled substances policy. The Model 

Guidelines recognize the need for flexibility, stating that a physician may deviate from the 
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guidelines for good cause shown (FSMB, May, 1998). 

Another important improvement of the Model Guidelines is the definition of addiction­

related tenns, which are sometimes used inconsistently or inappropriately in existing board 

policies. Definitions that confonn to currently accepted medical standards are provided for 

"addiction," "physical dependence," "psychological dependence," "tolerance," and "pseudo­

addiction." These definitions clarify that physical dependence or tolerance do not characterize 

addiction. The knowledge and appropriate use of correct terms decreases the likelihood that pain 

patients will be viewed as "addicts" by health-care professionals (Joranson & Gilson, 1998). 

The Model Guidelines do not exclude patients with addictive disease from treatment of 

pain with opioid analgesics. The FSMB recognized that the decision to prescribe controlled 

substances to a patient should be based on clinical findings in the individual patient; however, 

physicians are urged to "be diligent in preventing the diversion of drugs for illegitimate 

purposes" (FSMB, May, 1998, p. 1). 

Conclusion 

In recent years, pain management has become a higher priority in the U.S. health-care 

system. The use of opioids for the treatment of acute and chronic pain, both cancer and non­

cancer related pain, in patients with histories of addictive disorders or drug abuse is lawful under 

Federal law. However, from this review of controlled substances and professional practice 

policy it is evident that some state policies and the views of some state medical board members 

may discourage the prescribing of opioid analgesics when needed by pain patients who have 

addictive disorders. It is necessary to identify and change such policies. Health-care 

professionals should be educated about treating pain in substance abusers, which remains a 
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.. 

complex and intensive task. Trained and experienced practitioners who also are knowledgeable 

about the policy in their state will be in a much better position to evaluate the medical needs of 

such patients. 
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Abstract 

Physicians report that concern about regulatory scrutiny and the possibility of unwarranted 

investigation and discipline from regulatory agencies affects negatively their prescribing opioid 

analgesics to treat pain. This article describes a 10-year program of research, education, and 

policy evaluation with state medical boards to increase understanding that the appropriate use of 

opioid analgesics for pain management is a legitimate medical practice. A survey of state 

medical board members conducted in the early 1990s led to a series of educational workshops for 

board members ab~ut pain management and controlled substances policy. During this period, a 

number of state medical boards adopted new pain•related policies. An evaluation of these 

policies was used to inform the development of model guidelines that medical boards can adopt 

to clarify state policy regarding the use of controlled substances for pain management. 

Recommendations are provided for further actions that state medical boards can take to address 

inadequate pain management and concerns about regulatory scrutiny. 

Abstract word count: 158 
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Introduction 

There are many safe and effective treatments for pain, both pharm.acologic and non­

phannacologic. Opioid analgesics are essential for the treatment of moderate to severe pain, 

especially acute pain 1•2 and cancer pain,24 as well as for certain patients with chronic non-cancer 

pain. 5•
6 Despite the availability of such treatments, the inadequate-management of pain has been 

well documented in patients with a variety of diagnoses and conditions 1-
11 and in a variety of 

health-care settings. 12
-

18 

A number of factors contribute to the undertreatment of pain, including p~ysicians' fears 

of being investigated for excessive prescribing of opioids. 19
'
23 This article summarizes a program 

of research, education and policy evaluation to address this problem.- The program was 

undertaken by tlie University of Wisconsin Pain & Policy Studies Group (PPSG), in cooperation 

with state medical boards and national pain associations. The program was developed-in several 

stages, and included a national survey of state medical board members, educational workshops 

for board members, evaluation of medical board policies, and technical assistance to develop 

model state medical-regulatory guidelines for the use of controlled substances in pain ~ 

management. 

Physician Concern About Regulatory Scrutiny 

A 1990 survey of oncologists that studied the reasons for inadequate cancer pain 

management found that 18% rated excessive regulation of analgesics as one of the top four 
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barriers. 24 Indeed, oncologists in several states have been investigated and prosecuted for 

prescribing opioids to cancer patients (who were by then deceased). Eventually the charges were 

dropped, but these events reached the news media, including cancer joumals.25 

A 1991 survey of Wisconsin physicians found that more than half would at least 

occasionally reduce dose, quantity or refills, or prescribe a drug in a lower schedule due to fear of 

regulatory scrutiny.26 Concerns about investigation were least when opioids were prescribed for 

acute pain, but increased if prescribing was for chronic cancer pain; concern was greatest if 

prescribing was for chronic pain not related to cancer, o.r for patients with a history of drug abuse. 

In that same. year, a survey of physician-members of the American Pain Society (APS), 

40% said that concerns about regulatory scrutiny rather than medical reasons led them to avoid 

prescribing opioids for chronic non-cancer pain patients.23
·
27 In a national survey of physicians, 

respondents tended to agree that regulatory pressure restricted their use of opioids for patients 

with chronic non-cancer pain.23 Indeed, the use of opioid analgesics for chronic non-cancer pain 

has been controversial and discouraged- by some in both the pain and regulatory 

communities.6
•
28

•
29 More recently, clinicians, researchers, and regulators have re-examined the 

use of opioids for chronic non-cancer pain, concluding that there is a role for opioids in carefully­

selected patient populations.5•30 

Resea,ch and Education with State Medical Boards 

In 1991, following our survey of Wisconsin physicians, we surveyed all state medical 

board members.31 The purpose was to assess whether board members' knowledge and attitudes 
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posed a threat to physicians who prescribe opioids for management of chronic cancer and non• 

cancer pain. With the cooperation of the Federation of State Medical Boards of the United States 

(FSMB), a confidential pre~tested questionnaire was mailed to all 627 state medical board 

members. A 50% response rate was achieved. Respondents represented 49 states, with a mean 

of six respondents per state. We summarize that portion of the results relating to board 

members' views about the legality of extended opioid prescribing. -

Board members were asked their opinions about the legality and medical acceptability of 

_ prescribmg opioids for more than seve~al months to patients with different diagnoses, including a 

patient with chronic cancer pain and a patient with chronic non•cancer pain. The ~espondent 

could choose from five response options, that the prescribing pmctice was: (1) lawful and 

generally acceptable medical practice, (2) lawful but generally not acceptable and should be 

discouraged. (3) probably a violation of state medical laws or regulations and should be 

investigated, {4) probably a violation of federal or state controlled substances laws and should be 

investigated, and (5) don't know. It should be noted that federal policy recognizes that the use of 

opioids for pain, including for patients with chronic disorders, is a legitimate medical practice 

and therefore lawful. 2U2,33 

Only 75% of the respondents agreed that the prescribing of opioids for the cancer patient 

was legal and generally acceptable medical practice. Confidence in the legality of prescribing for 

the p~tient with chronic non-cancer pain was 12%; the majority of respondents would discourage 

this practice, or even investigate it as a violation of law. It is of interest that the respondents• 

median year of graduation from medical school was 1961. Most of these physician-board 

members received their medical training well before pain became a clinical science, before pain 
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relief had become a public health priority, and well before the growing recognition that opioids 

could be used for patients with chronic non-cancer pain. 

The survey results suggested a need to update medical board members' knowledge about 

pain management and public policy. We published the results in the FSMB journal, the 

Federation Bulletin, in order to communicate directly with the medical boards. We offered to 

organize seminars about pain management for board members, believing that they would want to 

know about recent developments in pain management, and that they would respond to other 

physicians' concerns about being investigated for prescribing to treat chronic pain. 

The PPSG atid the FSMB cosponsored a series of 11 workshops on "Pain Management in 

a Regulated Environment" between 1994 and 1998. The faculty for all workshops were David E. 

Joranson,-MSSW (representing the PPSG), June L. Dahl, Ph.D. (representing the APS), and J. 

David Haddox, DDS, MD (representing the American Academy of Pain Medicine [AAPM]). 

The faculty-was knowledgeable in public policy, pharmacology, pain medicine and addiction 

medicine. The content of each workshop included the extent of the pain problem; the reasons for 

inadequate management of pain including exaggerated fear of addiction and concerns about 

regulatory scrutiny; methods for the assessment and treatment of pain; a review of recent 

advances in the understanding of pain physiology and opioid pharmacology; and the status of 

controlled substances and professional practice law, regulations, and medical board guidelines 

about the use of controlled substances for pain management.34 

Overall, 297 representatives of state medical boards participated in the one-day 

workshops, representing 40 states and approximately 25% of the total board member population. 

Participants in the workshops included both physician and public members. as well as 
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investigators, attorneys and administrative staff. 

The Evaluation of State Medical Board Policy 

In the next phase of the program, we evaluated state medical board policies to better 

understand the potential for these policies to pose a threat to physicians who prescribe controlled 

substances for pain management. Medical board policies, or "guidelines," express the attitude of 

_ the board regarding controlled substances and pain management. We found that, 10 years ago, 

few medical boards had adopted policies relevant to controlled substances and the _treatment of 

pain. By 1999, more than half of the state.medical boards had adopted pain guidelines ( see 

Figure I). However, our evaluation found that only some of these encourage better pain 

management, address physicians' concerns about regulatory scrutiny, or clarify the board's view 

of role of opioids in pain management. 35 The full text for the medical board policy in each state 

can be found on the PPSG website, at www.medsch.wisc.edu/painpolicy. 

Three researchers used a team analysis approach36 to evaluate guidelines and policy 

statements that had been adopted in 24 states between 1989 and 1997, the most recent year for 

which policies were available when this study was begun (see Table 1 ). Each policy was rated by 

the three researchers accordirig to several criteria. A detennination was made by each rater as to 

whether the guidelines contained the following items: (1) stated purposes to address concerns 

about regulatory scrutiny, encourage pain management, and encourage physicians to become 

knowledgeable about pain management; (2) recognition of the medical use of opioids for pain, 

including chronic non-cancer pain; and (3) restrictions or requirements that could interfere with 
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prescribing opioids for pain management. 

The raters' evaluations of the items found in each policy were compared to detennine the 

extent of discrepancy, i.e., when raters had different responses. There was an initial agreement of 

86% among raters, suggesting high "reproducibility" (p. 17).37 For each discrepancy, the reasons 

were detennined and a consensus was achieved and recorded on the extent that the items were 

present in each policy. 

Stated Purpose of the Policy. Fifi}'~four percent of the 24 guidelines (13 states) 

recognized physicians' concerns about regulatory scrutiny but only 33% (8 states) addressed the 

concerns by providing guidelines or principles the board uses to distinguish legitimate from 

questionable prescribing practices. Thirty-eight percent of the guidelines (9 states) actually 

encouraged pain management, although 45% (11 states) provided physicians with sources of 

infonnation about pain management, such as the Agency for Health Care Policy and Research 

clinical practice guidelines or the AAPM/ APS consensus statement. 

Recognition of Medical Uses for Opioids. Thirty-eight percent of the guidelines (9 states) 

recognized the use of opioids for cancer pain specifically; 46% (11 states) recognized that 

opioids may be used for chronic non-cancer pain. Twenty-one percent of the guidelines (5 states) 

stated the principle that pain management, including the use of opioid analgesics, should be 

considered a part of quality medical practice. 

Additional Requirements and Restrictions. Several board policies placed additional 

requirements and restrictions on physicians' use of controlled substances for pain. Two states 

required that other treatments be attempted before opioids are used for chronic non-cancer pain. 

T)'l'o state boards asserted that the physician is responsible for knowing if the patient is a drug 
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abuser; two guidelines appeared to completely restrict physicians from prescribing for patients 

who use drugs "non•therapeutically" or who have a history of drug abuse. 

The evaluation showed a lack of clear and consistent purpose. as well as considerable 

variation ~ong states.38 We_presented the content analysis results to the FSMB, which had 

already started looking into ways of improving the content and consistency of state medical board 

pain policies. 

_ The Development of Model Guidelines/or State Medical Boards 

In 1997, the FSMB convened a task force of pain, policy and regulatory experts to 

develop "Model Guidelines for the Use of Controlled Substances for the Treatment of Pain,"39 

which could be g1ven to all state medical boards for their consideration. A draft was prepared, 

mking advantage-of language from several state medical boards' policies that were considered to 

be models.40 The FSMB sponsored a public forum to take comments on the draft Model 

Guidelines from a variety of medical and pain organizations, state medical boards, and patient 

advocacy groups.40 A representative of the U.S. Drug Enforcement Administration (DE.~) 

presented a written statemenf which said in part: 

The guidelines will help physicians comply with acceptable pain management 

standards and will help DEA and other regulators determine whether such 

treatment is appropriate under the circumstances. Perhaps most importantly, the 

guidelines will help ensure patient access to needed controlled substances for pain 

9 
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management. (p. 4)41 

The Model Guidelines contain language that clearly recognizes the medical uses of 

controlled substances for pain, encourages physicians to provide adequate pain management for 

all patients, recognizes and addresses fear of regulatory scrutiny, and encourages physicians to 

update their knowledge about pain management (see Table 2). 

In adµition, the Model Guidelines present clear guidelines for prescribing controlled 

substances are that based on the general principles of good medical practice. These include a 

bonafide physician-patient relationship, physical examination, diagnosis, treatment plan, 

informed consent, periodic monitoring, documentation, consultation as needed, and adherence to 

federal and state laws concerning controlled substances. The Model Guidelines recognize that 

opioids may be appropriate for pain control even when a person has a history of substance abuse. 

Up-to-date definitions are provided for key tenns that are commonly misused, including 

addiction, tolerance and physical dependence. A relatively new concept, "pseudoaddiction,',..2 is 

also presented in order to draw attention to the need to distinguish between patients who request 

more pain medications because their pain is inadequately managed, and persons who seek drugs 

for other than legitimate purposes. 

The Model Guidelines do not contain unwarranted additional requirements or restrictions. 

Indeed, they are intended to be flexible: 

Each case of prescribing for pain will be evaluated on an individual basis. The 

board will not take disciplinary action against a physician for failing to adhere 
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strictly to the provisions of these guidelines, if good cause is shown for such 

deviation. The physician's conduct will be evaluated to a great extent by the 

treatment outcome, taldng into account whether the drug used is medically and/or 

pharmacologically recognized to be appropriate for the diagnosis, the patient's 

individual needs - including any improvement in functioning - and recognizing 

that.some types of pain cannot be completely relieved. (p. 4)39 

The Model Guidelines were unanimously adopted by the Federation's House of Delegates 

on May 2, 1998. Subsequently, they were endorsed by the APS and the AAPM.40 _The Model 

Guidelines represent an emerging consensus among groups repr_esenting the perspectives of pain 

management, regulation, and_ drug law enforcement about the medical use of controlled 

substances for the treatment of pain. The intention of the FSMB is that the Model Guidelines be 

considered and acted upon by all state medical boards.43 The Model Guidelines can be obtained 

directly from the FSMB website: www.fsmb.org. 

Discussion 

That physicians fear they will be investigated for writing excessive opioid prescriptions 

has been described as an "unwritten doctrine" (p. 257).44 Although opioid analgesics are 

regarded as the mainstay of treatment for pain related to surgery and trauma for many years, 

national encouragement of their use for acute and cancer pain did not occur until the 

mid- l 980s.14 Consensus about the use of opioids in chronic nonpcancer pain has been lacking, 

11 
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but has begun to appear.5.42 With these changes, the advent of new infonnation about pain 

physiology, opioid pharmacology, and revised conceptions of addiction and dependence, a new 

body of knowledge is being incorporated into medical education and practice.45 It is extremely 

important to ensure that state medical policies adapt to these changes. The Model Guidelines 

provide a carefully•drafted policy framework that can be considered by state medical boards to 

accomplish this goal. However, many state medical boards have yet to adopt the new guidelines, 

as recommended by the FSMB.43 Since May of 1998, six state medical boards have developed 

policies that are substantially the same as the Model Guidelines: Alabama, Florida, Kansas, 

Nebraska, Pennsylvania, and Utah. 

Conclusions and Recommendations 

Successful elimination of physician fear of regulatory scrutiny will depend in part on 

achieving more balanced controlled substances policies in each state, policies that aim not only to 

prevent drug abuse but also acknowledge the important medical uses of controlled substances, in 

particular the opioid analgesics. 46 It is recognized that it would be an impossible task for medical 

boards to issue new policies to keep pace with developments in the management of diseases and 

conditions. However, the Model Guidelines are not clinical practice guidelines; rather, they 

encourage improved pain management and address physicians fear of regulatory scrutiny, which 

has been identified as a major barrier to the adequate treatment of pain. 

We recommend that all state medical boards consider the reasons for inadequate pain 

management in the state, adopt guidelines on the use of controlled substances for pain 

12 
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management, and take other actions to ensure that investigations and discipline are consistent 

with board policy. New guidelines should be based on the FSMB Model Guidelines and they 

should be disseminated to physicians, as well as publicized. Medical boards are encouraged to 

sponsor educational efforts to_communicate with physicians and address their perceptions of risk. 

We urge that medical boards cooperate with state boards of pharmacy and nursing to coordinate 

and establish policies that reflect a consensus of health-care professionals, as has been done in 

California, Washington, and North Carolina. 

Even though medical boards disseminate guidelines to their licensees, practitioners often 

remain unaware of new policies in their state.39
•
47 The North Carolina medical board has made 

great effort to disseminate its guidelines, ae.d to sponsor educational programs for both the public 

and professionals, which is an example of what medical boards can do after they adopt policies. 

Most medical boards do not have educational resources to do this and will need support. One 

strategy that has been employed in Alabama is joint sponsorship of educational offerings by the 

Medical Board and the state medical society. In addition~ approximately 75% of medical boards 

sponsor a website and a newsletter; these are cost-effective and direct ways for boards to 

communicate with licensed practitioners to inform them of the board's policy to encourage pain 

management. 

If the collective efforts of the pain management and regulatory communities do not make 

significant progress to eliminate fears of regulatory scrutiny, frustration with physicians who do 

not provide adequate pain management will mount and may lead to policies that penalize 

inadequate pain management. Such policies have already been discussed by the Institute of 

Medicine and state medical boards. 22
•
45 Indeed, a recent action by the Oregon Board of Medical 

13 
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Examiners resulted in a physician being disciplined because of inadequate pain management.48 

In lieu of license revocation, the Oregon Board required the physician to participate in an 

intensive educational curriculum about pain management. Education, not discipline, should be 

the cornerstone of efforts to improve pain management. However, it is axiomatic that, if pain 

management is an expected part of quality medical practice, then substandard pain management 

practice must be subject to review and corrective action, as in any other area of medical practice. 

The trends in state medical board policies reported here are a reflection of increasing 

concern about inadequate pain management. Making real improvements in pain management 

will require the pro~ctive efforts of many organizations. The contribution of state medical boards 

and other regulatory agencies is a welcome addition. 

14 
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Figure 1 - Legend 

The cumulative trend in the number of pain management or controlled substances policies 

adopted by state medical boards in the United States, 1989-1999. 
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Table 1. - Twenty-four states Represented in Content Evaluation of Medical Board Policies 

Alaska Massachusetts Rhode Island 

Arizona Minnesota Tennessee 

California Montana Texas 

Colorado New Mexico Utah 

Florida North Carolina Vermont 

Georgia Ohio Washington 

Idaho Oklahoma West Virginia 

Maryland Oregon Wyoming 
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Abstract 

Objective: To assess the knowledge and attitudes of Wisconsin phannacists about the use of 

opioids in the management of chronic cancer and non-cancer pain, and to explore the potential 

for these beliefs to interfere with pharmacist dispensing: the last link of the distribution chain of 

controlled substances to patients. 

Design: Mail distribution of self-administered questionnaires. Study period: 1998. 

Setting: Urban and rural pharmacies, long-term care facilities, hospitals, and outpatient clinics in 

Wisconsin. 

Patients or Other Participants: Representative sample of Wisconsin pharmacists. 

Intervention: None. 

Main Outcome Measures: Responses to self.administered questionnaire. 

Results: Although most respondents were knowledgeable about the issues addressed in this 

study, there were important exceptions. Pharmacists did not always know what constitutes 

legitimate dispensing practices under federal or state policy for situations involving emergencies 

or for patients with terminal illness, and many were unaware of the important distinction between 

addiction and physical dependence or tolerance. Many respondents did not view the chronic 

prescribing/dispensing of opioids for more than several months to patients with chronic pain of 

2 



P-43071 _ 00347

malignant or non-malignant origin as a lawful and acceptable medical practice; this was 

especially true if the patient had a history of drug abuse. 

Conclusion: Pharmacists play a pivotal role in patient access to medications. When viewed in 

the context of federal and state controlled substances policy, this study suggests that the incorrect 

knowledge and inappropriate attitudes of some Wisconsin phannacists could contribute to a 

failure to dispense opioid analgesics to a patient in pain. 

Abstract word count: 243 
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Introduction 

In the United States, inadequate pain relief is prevalent despite the availability of 

effective phannacologic and non-phannacologic treatments. 14 Opioid analgesics in the class of 

morphine are considered safe, effective, and indeed essential for the medical management of 
-

acute-pain and pain due to cancer.4
-
6 In addition, opioids can be effective for other types of pain 

including sick.le cell and for carefully-selected patients with chronic non-cancer pain. 7-9 'When 

appropriate, opioids should be prescribed according to the individual needs of the patient, and 

must be available when and where they are needed. 1•
10 Opioid analgesics are classified as 

controlled substances due to their potential for abuse. Consequently, they must be prescribed, 

dispensed, or administered according to federal and state controlled substances laws and 

regulations. 11
•

12 

A number of factors contribute to the under-utiliz_ation of opioids and to inadequate 

treatment of pain.' These influences include practitioners'-lack of knowledge about-opioid 

analgesic phannacology and effectiveness,13
•
19 fear of their effects on respiration,10-22 fear ofth~ir 

abuse and diversion,23
-
26 concern about their addiction liability,27

'
32 and concern about regulatory 

scrutiny from.an enforcement or regulatory agency. 12
•
3

3-3
8 The purpose of this article is to 

examine the potential for pharmacists to be barriers to patient access to opioids for pain 

management. 

The pharmacist is a critical link in the chain of drug distribution to the patient, dispensing 

drugs such as opioids that are available by prescription only. To dispense opioids, pharmacists 

must comply with the requirements of federal and state drug. phannacy, and controlled 

substances law. Pharmacists are "personal health care advisers" (p. 18) 39 to their patients, but 

4 
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they are also "gatekeepers" who must detennine whether a prescription order is for a legitimate 

medical purpose and in the usual course of professional practice. 11 
•
40 Pharmacists who lack 

knowledge about pain management and controlled substances policy could be a weak link if they 

make decisions that break the chain of legitimate distribution of opioid analgesics to the patient. 

A few empirical studies have evaluated pharmacists' beliefs and practices relating to pain 

management and the regulation of opioids. Early surveys examining attitudes about specific 

dispensing practices used pharmacies as the sample groups. In 1986, Kanner and Portenoy 29 

reported that 29% of pharmacies randomly sampled in New York City did not stock Schedule II 

opioid analgesics because of a fear of being robbed; only 3% stocked oral morphine. In 1989, 

Kanner and Cooper 41 surveyed a national sample of pharmacies. Thirty-eight percent of 

responding pharmacies stocked oral morphine. Those that did not stock oral morphine indicated 

that the reason was a lack of prescription demand and fear ofrobbe:ry. The results from these 

two studies generally mirror those obtained from surveys of pharmacies conducted in other 

states, such as in New Mexico 42 and South Carolina, 43 and from a recent survey ofNew York 

City pharmacies.44 

Several surveys have evaluated stocking issues, factors that influence dispensing 

practices, as well as pharmacist knowledge and attitudes about opioid analgesics and the legality 

of chronic opioid prescribing. 39
'
4548 A 1994 survey of North. C.arolina pharmacists conducted by 

Kric~ Lindley, and Bennett 48 showed th& availability of opioid analgesics varied as a function 

of practice site; pharmacists in community chain or community independent pharmacies 

generally reported significantly lower availability of opioids than those in hospital pharmacies. 

While respondents viewed "conservative" physician prescribing (51 %) and nurse administration 

(44%) to be substantial impediments to cancer pain management, 28% considered that both the 
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risk of addiction and concern about being investigated were important barriers. 

A survey of Utah pharmacists 39 revealed deficiencies in pharmacists' knowledge about 

cancer pain management that could adversely influence a pharmacist's perception of the 

legitimacy of a prescription order and, therefore, the dispensing of opioids for the treatment of 

pain. For example, 51 % of the respondents believed that the risk of addiction to opioids is high. 

- One study in New Hampshire is unique because it comparel, the responses of pharmacists, 

physicians, and nurses regarding knowledge and attitudes about cancer pain management. 46 

Most (88%) of all responding health-care providers viewed the underutiliz-a.tion of opioid 

analgesics as the primary reason for unrelieved pain. Pharmacists reported that they managed 

cancer pain more frequently than physicians and nurses. However, pharmacists said that they 

had inadequate training in cancer pain management and were less comfortable with this role than 

were physicians ~d nurses. There was no statistically significant difference between the three 

professions regarding their perception of addiction risk ii} cancer patients being treated with 

opioids. Although the vast majority of physicians (91 %),-nurses (85%), and pharmacists (86%) 

believed that addiction was not a clinically relevant phenomenon with cancer patients, it was 

reported that there were some health-care professionals who thought this was a legitimate 

concern. 

A recent study by Greenwald and Narcessian 47 is the first published survey to assess 

pharmacists' attitudes about the legality of prescribing of opioids in differing clinical situations. 

From this small sample of New Jersey pharmacists (n=36), the authors found that only 75% 

considered the prolonged prescribing for cancer pain to be a lawful and acceptable medical 

practice. When the cancer pain patient had a history of opioid abuse, only 36% of respondents 

viewed the prescribing as lawful and acceptable. Pharmacists' confidence in the legal and 

6 



P-43071 _ 00351

medical acceptability of prescribing decreased further when the patient had chronic non­

malignant pain ( l 7%) and chronic non-malignant pain with a history of opioid abuse (3 % ). A 

majority ofresponding pharmacists believed that prescribing for these latter two scenarios either 

should be discouraged or investigated, even though neither of these practices are necessarily 

illegal or inappropriate. 

Survey of Wisconsin Pharmacists 

Building on previous research, the purpose of this survey was to assess the knowledge 

and attitudes of Wisconsin phannacists about the use of opioids in the management of chronic 

cancer and non-cancer pain, and to explore the potential for these beliefs to interfere with 

pharmacist dispensing: the last link of the distribution chain of controlled substances to patients. 

Methods 

A 51-item questionnaire was developed by the Pain & Policy Studies Group (PPSG), 

using several questions from previous surveys. 24 The instrument contained questions about 

demographics, views on dispensing Schedule II opioids, the -~ture and extent of addiction, 

abuse, and diversion, judging the validity of prescriptions, perceived effects of legal 

requirements, knowledge of controlled substances requirements, and the legality of certain 

prescribing scenarios. The questionnaire was revised after pilot-testing with several practicing 

pharmacists. The "Wisconsin Pharmacists Survey,. was mailed in April, 1998 to a random 

sample of 1,000 licensed Wisconsin pharmacists obtained from the Wisconsin Department of 
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Licensing and Regulation. A cover letter stated the subject of the survey, but did not mention 

specific issues to be examined. The letter also assured respondent confidentiality. Reminder 

postcards were mailed twice to phannacists who did not respond to the initial mailing. 

Responses were tabulated and frequencies and descriptive statistics were calculated for each 

item. Means are reported as mean±standard deviation. 

Results 

Sample 

One hundred and one surveys were returned either as undeliverable or because the 

pharmacist was no longer practicing, reducing the overall sample size to 899. A total of 557 

questionnaires (~2%) were returned, of which 547 were evaluable, for an overall response rate of 

61%. 

The mean age of the respondent was 45.10±12.0tyears (range. 24 to 76 y.eai-s). Sixty­

four percent of the sample were males. Most practicing phannacists (92%) held a Bachelors'?! 

Science degree, while 8% had a graduate degree. Respondents received their phannacist degrees 

between 1943 and 1997, with the median year being 1978. The respondents' principle practice 

settings were chain pharmacies (30%), independent phannacies (24%), hospitals (22%), and 

.. other" settings (25%). "Other" settings included nursing home or long-term care facilities, 

outpatient clinics, and outpatient managed-care facilities. Location of the phannacy practice was 

city (64%), suburban (19%), and rural (18%). Slightly more than half of the phannacists (58%) 

practiced in communities of a population size under 100,000. Approximately two-thirds of 

pharmacists (62%) were either rarely or not at all involved with hospice care services. Thirty-
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three percent of phannacists were aware that Wisconsin had a Cancer Pain Initiative. 

Respondents were asked to rate the adequacy of their undergraduate education about 

controlled substances requirements and the use of opioids for pain management. Two-thirds 

rated their education about controlled substances requirements as either Good or Excellent, while 

49% viewed their education about opioids and pain management as Good or Excellent. 

Views on Addiction, Abuse, and Diversion 

Respondents were asked the meaning of "addiction" and were given several 

characteristics from which to select: Physical dependence, psychological dependence, tolerance, 

other, and don't know; more than one answer could be chosen. More than three-quarters (79%) 

viewed ·•addiction" as some combination of physical dependence, psychological dependence, and 

tolerance. Eighty-eight percent of pharmacists said that "addiction" means physical dependence, 

84% indicated psychological dependence, and 36% chose tolerance. Twelve percent of this 

sample considered physical dependence alone sufficient to indicate "addiction," and I 0% chose 

_ psychological dependence only. Less than 1 % of pharmacists reported that they did not know 

what characterized "addiction." 

The survey contained an item asking respondents to estimate the approxhnate incidence 

of psychological dependence (defined in the questionnaire as ''compulsive use for psychic 

effects") that results from the treatment of pain using opioids. Only 9% viewed its occurrence as 

an extremely rare event and chose less than one in 1,000; 13% thought the incidence was one in 

1,000; 25% chose one in 100; 16% chose one in 10; and nearly 40% did not know. 

Almost half of the respondents (46%) said that diversion and abuse of prescription opioid 

analgesics was a problem in their community, while 33% did not see it as a problem. Of those 
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respondents who believed that diversion was a problem, 10% (4% of the total sample) said it was 

serious, 55% (24% of the total sample) thought it was of moderate concern, and 35% (15% of the 

total sample) indicated it was a minor problem. 

Most phannacists (87%) were confident in their ability to recognize situations where a 

person attempts to obtain controlled substances from a phannacy for other than legitimate 

medfcal purposes. Thirty-nine percent said this situation was rare _and 55% indicated that it 

happened occasionally. In contrast, two-thirds of phannacists ( 68%) were aware of situations 

where patients with inadequately-treated pain have been suspected by phannacists to be "drug­

seekers,, due to their requests for additional pain medications. 

Views on Stocking Schedule II Opioids 

Half of the respondents (51 %) indicated that (in the last two years) they rarely had been 

unable to dispense a Schedule II opioid analgesic to a patient due to the medication not being in 

stock. Thirty-five percent stated that this happened occasionally and only 1 % reperted it as 

happening often. This situation never happened for 14% of the respondents. The pharmacists_ 

were asked to choose from a list the factors those they believed limit the stocking of Schedule II 

opioid analgesics at their primary practice site. Respondents could choose more than one factor. 

The most frequently-indicated factor was lack of prescription orders (78%), followed by 

medication cost (38%), fear of theft or robbery (12% ), inadequate reimbursement (8% ), fear of 

pilfering (5%), concern about investigation by a regulatory agency (5%), and potential for drug 

addiction (2%). In addition, 48% reported that they would not be willing to provide a Schedule 

II opioid to another pharmacy that temporarily ran out of stock. 
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Views on Dispensing Schedule II Opioids 

Eighty-two percent of pharmacists indicated that they would be willing to dispense a 

limited quantity of Schedule II opioid medication for a bona fide patient emergency without a 

written prescription order, on the basis of a prescription order received from a practitioner by 

telephone. However, 18% said that they would not dispense in this situation. Respondents 

reported that they would never (4%), occasionally (33%), often (23%), and always (40%) decline 

to dispense a Schedule II opioid if the original prescription order lacked complete information. 

When considering the appropriate dosage of an opioid analgesic, 38% of pharmacists somewhat 

agreed and 9% strongly agreed that a dosage greater than that recommended in the Physicians 

Desk Reference (PDR) or Product Package Insert is probably excessive and is cause for concern 

about the appropriateness of a prescription order. 

Experience with Controlled Substances Investigations 

Fourteen percent of respondents reported having been investigated or audited by a 

regulatory agency in regard to controlled substances matters. When all respondents were asked 

to estimate the percent likelihood that they would be audited or investigated by a drug regulatory 

agency sometime during their career, the mean response was 35±28% (range, 0% to 100%). 

Seventeen percent agreed to some extent that their records for controlled would not pass scrutiny 

by a regulatory agency. 

Knowledge of Controlled Substances Requirements 

These phannacists were asked if their knowledge of relevant controlled substance 

regulations was adequate: 53% somewhat agreed and 29% strongly agreed, while 16% somewhat 
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disagreed and 2% strongly disagreed. Sixty-four percent of respondents knew correctly that 

federal regulations allow pharmacists to partially dispense a Schedule II opioid analgesic for a 

tenninally ill patient living at home; an equal percentage was aware that this is allowed by state 

regulations, while 4% somewhat disagreed, 15% strongly disagreed, and 16% did not know. In 

addition, one-third of respondents (35%) considered that the requirements for prescribing, 

dispensing, and managing controlled substances had a negative eff~ct on their appropriate 

medical use. 

hrceived Legality of Prescribing/Dispensing Opioids for Chronic Pain 

Pharmacists w~e asked to give their opinion about the legality and medical acceptability 

of prescribing or dispensing opioids for more than several months in four patient scenarios 

involving chroni~ malignant and non-malignant pain. with and without a history of opioid abuse. 

There were three possible levels of legality for each scen?rlo: (1) lawful and generally acceptable 

medical practice, (2) lawful but generally not accepted medical practice and should-be 

discouraged, and (3) probably a violation of federal or state controlled substances or medical 

practice laws and should be investigated. Respondents also were given a .. don't know" option. 

Only one response could be chosen for each scenario. Table 1 contains the frequencies of 

responses for each chronic pain scenario. 

Cancer pain scenarios. Ninety-three percent of the respondents were confident in the 

legality and medical acceptability of prescribing/dispensing opioids for more than several months 

for pain patients with a malignancy. If the cancer patient with chronic pain had a history of 

opioid abuse, confidence decreased to less than two•thirds of the respondents (61 %). Seventeen 

percent would discourage the practice, and 6% would consider the practice as a probable 

12 
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violation oflaw. Respondents chose "don't know" most often (16%) for this scenario. 

Non-malignant pain scenarios. If the patient's chronic pain is of non-malignant origin, 

55% ofrespondents were confident that prescribing/dispensing opioids for an extended period 

for such an individual is legal and accepted medical practice. Twenty-nine percent perceived the 

practice to be legal, but would discourage it. Six percent believed that the practice probably was 

illegal and should be investigated. 

Only 8% of the pharmacists viewed the prescribing/dispensing of opioids for more than 

several months to a patient with chronic non-malignant pain and a history of opioid abuse as 

legal and acceptable medical practice. Almost half(46%) of the respondents thought the practice 

was legal but would discourage it; 34% believed the practice to be in probable violation of 

controlled substances laws and should be investigated. 

Other issues 

Respondents were asked their opinion about the effectiveness of marijuana in the 

treatment of pain. The responses were: Strongly agree (4%), somewhat agree (16%), somewhat 

disagree (18%), strongly disagree (22%), and don't know (42%). 

Discussion 

The results of this study should be viewed in the context of federal food and drug and 

state pharmacy policy, which establishes that going to a pharmacist is the only lawful way for a 

patient to obtain a prescription-only drug. Controlled substances policies further establish that 
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the pharmacist has a legal duty not to dispense a controlled substance for other than legitimate 

medical purposes, which include prescriptions for narcotic drugs for detoxification or 

maintenance treatment of narcotic addiction, and prescriptions outside the parameters for 

emergency dispensing and partial filling. However, if a pharmacist does not dispense a valid 

prescription based on incorrect knowledge or inappropriate attitudes, the last link in the 

medi"cation distribution chain is broken. Responses to this survey _suggest that, while most 

phannacists would dispense appropriately, there is a large minority who might not dispense 

prescriptions due to incorrect knowledge or misconceptions about what is-legitimate practice 

under federal or state policy: 

(1) Almost 20% of responding pharmacists would, to some extent, decline to dispense an opioid 

analgesic during a bona fide patient emergency if the prescription order was received from a 

practitioner by telephone, although such dispensing is lawful under federal and state policy;49 

(2) Almost 50% of respondents would consider a dosage -of an opioid that is greater than that 

recommended in the PDR or Product Package Insert to be excessive and cause for concern ab~ut 

its appropriateness. However, federal policy does not restrict a physician's prescribing either to 

labeled indic~ions or to recommended doses. A physician can prescribe a drug, once ifhas been 

approved under the Federal Food, Drug, and Cosmetic (FD&C) Act, in doses and for uses not 

mentioned in the approved labeling. so Indeed, the ability of physicians to prescribe a drug 

according to their best knowledge and medical judgment is stated in the PDR itself: 

The [Food and Drug Administration] has also recognized that the FD&C Act does not, 

however, limit the manner in which a physician may use an approved drug ... The [Food 
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and Drug Ad.ministration] also observes that accepted medical practice includes drug use 

that is not reflected in approved drug labeling (p. ii),51 

(3) Approximately 35% of phannacists did not know that federal or state regulations allowed 

them to partially dispense Schedule II opioids for a terminally ill patient living at home, although 

this practice is authorized in federal policy 52 and in Wisconsin regulations;53 

(4) Compared to Greenwald and Narcessian's 47 study, Wisconsin pharmacists reported a higher 

level of confidence in the legality and medical acceptability of prescribing or dispensing opioids 

from more than several months for all four patient scenarios. Nevertheless, a large minority of 

Wisconsin pharmacists reported low confidence in the medical and legal acceptability of opioid 

use in these patient scenarios, even though such prescribing could be within the practice of 

medicine and, therefore, lawful under federal and state policy to dispense opioid analgesics so 

long as the purpose remains the treatment of pain.12
•
54-ss Beliefs that certain patient 

characteristics affect the legality of prescriptions for pain have the clear potential to result in 

_ decisions to not dispense valid prescriptions. 

Diversion of controlled substances 

Diversion from pharmacies by criminal acts including robbery is a significant source of 

prescription controlled substances in the illicit market and a souree of drugs that are abused.56 

Twenty-eight percent of the sample believed that diversion of prescription opioid analgesics was 

a moderate or serious problem in their community. More than half of the respondents reported 

that attempts to obtain controlled substances from a pharmacy for illicit pmposes were at least an 

occasional occurrence. Finally, one-fourth of this sample reported a theft or robbery in the last 
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five years. These results suggest that state and federal law enforcement and licensing agencies 

should review diversion from pharmacies to determine its actual extent. This can be 

accomplished by a systematic review of data from Drug Enforcement Administration (DEA) 

Fonn 106, which pharmacists must complete for all losses of controlled substances. The results 

of such a review could inform the development of a strategy to apprehend perpetrators of 

phannacy crime, and assist pharmacists and pharmacies to prevent_diversion. 

Pseudoaddiction 

These pharmacists also are aware of inadequate pain management, reporting that they 

were frequently aware !)f occasions in which patient requests for additional medications due to 

inadequately-treated pain were misinterpreted by other pharmacists as drug-seeking behaviors 

related to addicti~n. Such situations can occur when health-care personnel inappropriately 

perceive a patient's pain-relief seeking behavior as malaqaptive drug-seeking behavior. This is 

an iatrogenic phenomenon termed "pseudoadd.iction." 57 At the same time, these respondents 

also were confident in their ability to identify attempts to obtain controlled substances for othe!:_ 

than legitimate medical purposes. Suspicion that patients are obtaining prescriptions for abuse 

could lead to a correct decision to not dispense, according to the legal responsibility of tlie 

pharmacist not to dispense for other than legitimate medical purposes. 58 It is encouraging that 

many of these pharmacists do not assume that a patient's efforts to obtain more pain medications 

invariably are a sign of drug dependence/addiction. The pharmacist can and should play an 

important role on the health care team by identifying cases of inadequate pain relief and 

communicating with the patient and care-givers about the need to improve pain management. 
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Definitions and risk of addiction 

Most of these pharmacists' definitions of addiction included both physical and 

psychological dependence. and, to a lesser extent, tolerance. Some pharmacists defined 

addiction solely on the basis of the manifestation of withdrawal symptoms (i.e., physical 

dependence), which by itself is insufficient to define addiction/drug dependence (i.e., 

characterized by a behavioral syndrome). 59
-«> Physical dependence is common when opioids are 

used to manage chronic pain. Consequently, confusion about addiction/drug dependence and 

physical dependence can lead to an exaggeration of the degree of risk of addiction among 

patients who are being treated with opioids for chronic pain. Since it is unlawful to dispense 

opioids for maintenance of narcotic addiction, this confusion could precipitate inappropriate 

concern about the legitimacy of prescribing and potentially lead to an incorrect decision to not 

dispense. 

When asked to approximate the incidence of psychological dependence resulting from the 

treatment of pain with opioids, two-thirds of pharmacists (who chose a response other than 

"don't know") believed that the incidence of psychological dependence occurred in 1 % to 10% 

of all pain patients treated with opioids. This apparent overestimation of the incidence of 

iatrogenic psychological dependence is a common misperception among health-care practitioners 

and has been demonstrated in previous studies. 2H
4

,
39

•
47 Greater effort is needed to provide 

pharmacists (and other health-care practitioners) with an up-to-date understanding about the 

characteristics and risk of addiction when opioids are used to treat pain in patients without a 

history of substance abuse. 

Previous surveys have found that concerns about theft or regulatory investigation were a 
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primary cause for apprehension about stocking and dispensing Schedule II controlled substances. 

This sample of Wisconsin phannacists did not identify these as important considerations when 

deciding to stock such drugs. When a Schedule II opioid analgesics was not stocked, it was 

reported to be due primarily to a lack of prescription orders and medication cost. In addition, 

many respondents were reluctant to provide Schedule II opioids to other phannacies that ran out 

of stock. 

These phannacists reported a low incidence of being investigated or audited by a state 

regulate~ agency and minimal concem that their pharmacy records would not pass scrutiny if 

audited. Studies in other states have shown that greater concerns about regulatory investigation 

and higher fears of theft are associated with the decision not to stock Schedule II controlled 

substances.29
'
41

-42.4
4 This difference may be because Wisconsin discontinued routine pharmacy 

inspections in fa!or of a self-inspection program and targeted investigations as needed. 

It is interesting to note that although 62% ofrespondents were not currently involved in 

hospice care, nearly one-third said that they were aware of the Wisconsin Cancer Pain Initiative. 

This finding likely reflects the involvement of pharmacists and the state association in the 

Initiative and publicity about the Initiative in the state phannacy journal. 

Finally, a majority of pharmacists rated their education about controlled substances 

requirements as either good or excellent, while less than half gave the same rating to their 

education about pain management. This result is similar to that of Fmstenberg et al.,46 who 

found that pharmacists were significantly less likely than either physicians or nmses to consider 

their training in cancer pain management to be adequate or better. 

Conclusion 
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This survey shows that there is a need to further improve Wisconsin pharmacists' 

understanding about pain management and controlled substances requirements. Most 

respondents were knowledgeable about the issues addressed in this study. However, there were 

some major exceptions. This is not surprising, since our knowledge about opioids, pain, and 

addiction has increased and some policies have changed. Most surveys ofhealth•care 

professionals about pain and controlled substances policy have similar findings. 

Pharmacists did not always know what constitutes legitimate dispensing practices in 

certain situations (e.g., for emergencies or for patients with tenninal illness) according to federal 

or state policy. Many appeared not to be aware of the important distinction between addiction 

and physical dependence or tolerance. Many respondents did not view the chronic 

prescribing/dispensing of opioids for more than several months to patients with chronic pain of 

malignant or non-malignant origin as a lawful and acceptable medical practice; this was 

especially true if the patient had a history of drug abuse. If the knowledge and attitudes 

expressed by these results were translated into practice, there could be a significant risk that 

some patients would have difficulty getting their prescriptions for opioid analgesics filled. 

With the development of new knowledge about pain physiology, opioid phannacology, 

and revised definitions of addiction, 1°·
61 these topics are being incorporated into both medical and 

n..:U.Sing education. 1 It would be desirable to review whether pharmacy texts and curriculwn have 

been updated recently regarding these topics. In addition to basic professional education, it is 

necessary to address the needs of today's pharmacists through continuing education about pain, 

opioids, the characteristics .and risks of addiction, as well as federal and state controlled 

substances and pharmacy policies, including the more recent changes relating to partial. 

dispensing. Pharmacists, like physicians, should know enough about both pain management and 
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addiction to be able to distinguish between acceptable and unacceptable practices by today's 

standards. It may help to develop criteria that would assist pharmacists to evaluate and respond 

to various dispensing situations that are at risk for incorrect decisions. Such an approach would 

emphasize a pharmacist's professional responsibility to not dispense invalid prescriptions while 

dispensing those that are valid. We concur with the standard of decision-making suggested by 

Brushwood and Carlson to achieve a balance between these two obligations: 

._regulatory policy should not -insist that the uncertainty of a suspicious prescription 

always be resolved in the most conservative way, by a pharmacist refusing to fill the 

prescription (p: 483).58 

In this respect, it_is important to note that the DEA has stated that: 

[Controlled substances] have a legitimate clinical use and a practitioner shGuld not 

hesitate to prescribe, dispense or administer them when they are medically indicated (p..:.. 

29).56 

To further the objective of improving pain management while preventing diversion, we 

recommend that state pharmacy boards consider adopting guidelines or policy statements ·that 

encourage pharmacists to ( 1) become more involved in pain management, (2) encourage 

updating knowledge about pain, opioids, addiction, and controlled substances policy, (3) explain 

the boards• criteria for judging the validity of a particular dispensing practice, and ( 4) define 

correctly pain and addiction-related terms such as tolerance, physical dependence, addiction, and 
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pseudoaddiction. State medical board are at the forefront of issuing new policies to encourage 

effective pain management, 6:u;
3 with medical boards in 28 states having adopted such policies 

(see the PPSG website at www.medsch.wisc.edu/painpolicy). To date, only the Pharmacy boards 

in California and Washington have developed such guidance for pharmacists. We encourage 

pharmacy boards to undertake this effort in cooperation with the boards of medicine and nursing 

in their state. This cooperative approach has been undertaken recently in North Carolina, where 

the boards of medicine, pharmacy, and nursing developed a joint policy statement on pain 

management and end-of-life care.64 New guidelines by themselves will have little impact unless 

they are disseminated to pharmacists and publicized. Finally, we urge pharmacy boards and 

phannacy associations to sponsor educational programs about pain management. 

Implementation of these recommendations could benefit the public health by reducing diversion 

and its consequences and costs, and by improving the phannacist's role as the last l:ink: in the 

distribution chain of pain medications to pain patients .. 
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Table l. -Legality and Medical Acceptability of Extended Opioid Prescribing/Dispensing 

Level of Perceived Legality 

Lawful and Lawful and Violation of Violations of 

generally generally not medical practice controlled 

acceptable acceptable laws and substances laws 

medical practice, medical practice regulations which should 
.. 

with no need to which should be which should be be investigated 

investigate discouraged investigated 
-

Cancer pain 93% 1% 2% 7% 

Cancer pain with 61% 17% 6% 16% 

history of opioid -

abuse 

Chronic non• 55% 29% 6% 6% 

cancer pain 

Chronic non- 8% 46% 34% 9% 

cancer pain with 

history of opioid 

abuse 

Note: Rows do not sum to 100% due to rounding error. 
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Abstract 

Physicians report that concern about regulatory investigation influences negatively their 

prescribing of opioid analgesics. The views of medical regulators about the legality of 

prescribing controlled substances for pain management were studied in 1991. However, little is 

known about whether these views have changed in light of increased emphasis on pain 

management and educational programs for state medical boards. Two studies are described that 

examined this issue. In Study 1, a 1997 survey of state medical board members was compared to 

results obtained in 1991 to evaluate differences in knowledge and perceptions about opioid 

analgesics. Important changes were observed over time, particularly regarding characteristics of 

"addiction" and the legality of prolonged opioid prescribing. For Study 2, a longitudinal survey 

was conducted of medical board members who participated in five workshops about pain 

management and regulatory policy. Results revealed significant and sustained changes in 

attitudes about the incidence of iatrogenic addiction when using opioids to treat pain, the 

analgesic and side.effect properties of opioids, and the perceived legality of opioid prescribing. 

Recommendations for decreasing concerns about regulatory scrutiny are presented, including the 

need for a more intensive education program, increasing the rate of adoption of new state medical 

board policies, and increasing communication between regulators and clinicians. 
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Introduction 

In the U.S., inadequate relief of pain is prevalent. 1
•
3 Although there are many effective 

pharmacological and non-phannacologic pain treatments available, opioids are essential for the 

medical management of moderate to severe acute pain4 and pain due to cancer.1
•
5
•
6 There is also a 

consensus of pain medicine and regulatory experts that opioids are appropriate for selected 

patients with chronic non cancer pain.1
·
10 

Opioids are controlled substances and are subject to additional requirements for 

prescribing. 11 Their status as controlled substances, however, is not intended to affect their 

legitimate medical use. 12 Prescribing of opioid analgesics for pain is a legitimate medical 

practice if done in the course of professional practice, and has been recognized as such by 

regulatory and legislative groups. 13
•
17 Prescribing opioids for pain patients with a history of or 

current substance abuse is also a legitimate medical practice, as long as the purpose of 

prescribing is for pain, and not for the treatment of narcotic addiction. The prescribing of opioids 

(narcotic drugs) for the treatment of addiction is not a legitimate medical practice, unless the 

practitioner is registered as a Narcotic Treatment Program to dispense (but not prescribe) 

approved drugs such as methadone according to strict federal and state regulations. 18 The long 

history of the regulation of opioids as controlled substances, the further regulation of their use for 

the treatment of "narcotic addiction," and misunderstanding of addiction has contributed to 

confusion about the legality of prescribing under various circumstances. 19
•
20 

Physicians' concern about being investigated by controlled substances agencies or state 

medical boards for prescribing "excessive" amounts or for the wrong patients can negatively 

affect prescribing practices. 11
•
21

•
27 Although there is little evidence to support a high risk of 

3 



P-43071 _ 00379

regulatory sanction for prescribing opioid analgesics legitimately for pain,24
•
28 physician fears of 

disciplinary action and criminal prosecution are reinforced by national media coverage of a small 

number of investigations of doctors for excessive prescribing.29
•
31 Concern about prescribing 

opioids exists among physicians in general practice, but also among oncologists32 and pain 

specialists. 33 

A study in 1991 examined the question of whether physicians are justified in their 

concern about regulatory oversight. 34 A survey was used to evaluate state medical board 

members' knowledge and attitudes about the medical use of opioids for chronic cancer and non­

cancer pain. The results showed that medical board members often defined "addiction" to 

include "physical dependence" or "tolerance," which are common in chronic pain patients treated 

with opioids. Neither physical dependence nor tolerance are sufficient to define addiction. 1
•
5
•
7 

Confusion of physical dependence or tolerance with addiction raises the possibility that a 

physician's opioid prescriptions for a chronic pain patient could be viewed as questionable 

medical practice, if not illegal. Indeed, the 1991 survey showed that many board members did 

not accept the extended prescribing of opioid analgesics to treat chronic pain, especially chronic 

non-cancer pain; many would discourage or even investigate this practice as a violation oflaw. 

If the pain patient had a history of substance abuse, nearly all medical board members would 

discourage or investigate opioid prescribing, even though such prescribing -- if for pain -- would 

be legal. These results suggested there could indeed be a risk of regulatory investigation or 

discipline to physicians who prescribe opioids even when for the legitimate medical purpose of 

treating pain. 

Results of the survey of board members were presented to the Federation of State Medical 
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Boards of the U.S. (FSMB). Discussions led to the development of a series of educational 

workshops about the use of controlled substances for pain management, entitled "Pain 

Management in a Regulated Environment." A total of 11 workshops were held between 1994 

and 1998 and were designed in cooperation with the FSMB. Faculty members for the workshops 

represented the American Pain Society (APS), the American Academy of Pain Medicine, the 

American Society of Addiction Medicine, and the University of Wisconsin Pain & Policy Studies 

Group (PPSG). The workshop curriculum addressed opioid pharmacology, pain management, 

addiction, as well as trends and issues in federal and state policies relating to the use of 

controlled substances for pain. Both the curriculum and faculty were substantially the same for 

all 11 workshops. The format of the workshop also allowed discussion of regulatory and clinical 

practice topics of interest to the participants. Overall, 25% of the total U.S. board member 

population participated in the workshops, representing 40 state medical boards. 

Between 1994 and 1998 there was an increase in the number of pain policies adopted by 

state medical boards. Some of these policies encouraged better treatment of pain for patients 

with chronic cancer and non cancer pain, and addressed physicians' concern about regulatory 

scrutiny.35 During this period, there also were national consensus statements about the use of 

opioids in chronic pain, 1•9 state pain study commissions and task forces,36 as well as new 

intractable pain treatment statutes and regulations. 37 

In light of this educational and policy activity, two studies were designed to determine 

whether the views of state medical regulators about the long-tenn use of opioid analgesics had 

changed. In Study 1, we re-surveyed all state medical board members in 1997 to evaluate any 

changes in knowledge and attitudes since 1991. In Study 2, we evaluated whether changes 
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occurred in a different group of medical board members who participated in the five educational 

workshops about pain management that were held in 1998. Pre-test, post-test, and follow-up 

surveys were given to all participants to assess changes in their knowledge and attitudes about 

opioid analgesics and the legitimacy of prescribing such drugs for pain. 

STUDY J: RE-SURVEY OF STATE MEDICAL BOARD MEMBERS 

Two specific aims guided analyses of the 1997 re-survey of medical board members. 

First, responses from the 1997 sample of medical board members were compared to those from 

the 1991 sample. Second, respondents from the 1997 sample who had participated in the six 

pain management workshops held between 1994 and 1996 were compared to those who had not 

participated. The purpose of this analysis was to determine any changes in knowledge and 

attitudes that might be due to participation in the workshops. 

Methods 

Instrumentation 

The l 997 study used a self-report questionnaire consisting of 34 pre-tested items about 

clinical and policy issues related to pain. The items included those from the 1991 survey,34 as 

well as six items to evaluate new topics of interest. The resuits presented in this article address 

respondents' perceptions in four major areas: (1) cancer pain and its treatment, (2) nature and 

extent of opioid analgesic addiction, abuse, and diversion, (3) medical board policies and legal 

impediments to pain management, and (4) legality of prolonged opioid prescribing in several 

different patient scenarios. 
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Results 

Specific Aim I: Comparison of Respondents from the 1991 and 1997 Surveys 

Sample 

Due to the national tum-over rate of board members, only 6% of the 1997 respondents 

(n=20) had participated in the 1991 survey. The results presented here, therefore, reflect changes 

in the knowledge and perceptions of two different groups of board members. 

Demographic characteristics of the 1997 board members, as well as for those surveyed in 

1991, are shown in Table 1. The two samples are quite similar. Mean age of the respondents in 

1997 was 56 years (range, 34-81 years). Length of service on a state board ranged from one year 

to 25 years and represented a mean of 5 years. Toe vast majority of board members were 

physicians. Sixteen percent of the respondents were public members and 4% were other health 

professionals. Thirteen percent of the sample were members of a state osteopathic board. 

Physician respondents received their medical degrees between 1943 and 1991; their median year 

of graduation was 1966. This was the only demographic variable that was statistically significant 

between the 1991 and 1997 samples (MW(535) = -5.276, p<.0001), and is merely a reflection of 

the six-year difference between survey time-frames. 

Cancer pain and its treatment 

Board members surveyed in the 1997 sample were more likely than those in 1991 to 

understand the extent to which cancer pain relief is possible. Board members in 1997 believed 
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that significantly more cancer-related pain could be relieved using available therapies, including 

opioid analgesics (MW(650) = -3.396, p<.001). More respondents in 1997 viewed the majority 

of cancer pain patients in their state as "undermedicated" (i(2) = 11.146, p<.005). Thus, 

medical regulators were more likely in 1997 than in 1991 to recognize that opioids are 

underutilized as analgesics for cancer pain. 

Addiction, abuse, and diversion 

There were no differences in responses between 1997 and 1991 regarding the 

approximate incidence of psychological dependence ("addiction") or about the extent that 

diversion and abuse of prescription opioids was a problem in their community. Most 

respondents in both surveys overestimated the incidence of addiction and considered diversion to 

be a minor to moderate problem. The only statistically significant difference between samples 

involved board members' knowledge about the meaning of"addiction." Board members were 

asked to define addiction using a brief list of several common terms, such as "physical 

dependence," '"psychological dependence," "tolerance," or a combination of terms. In 1997, 

fewer respondents associated addiction solely with physical dependence (r(l) = 9.558, p<.005). 

Conversely, there was a much greater likelihood in 1997 for board members to define addiction 

as psychological dependence alone (i(l) = 28.669, p<.001). 

Policy awareness 

Respondents surveyed in 1997 reported more often that their state medical board has a 

policy or guideline for the appropriate prescribing of opioid analgesics for pain management 
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(x;(l) = 25.003, p<.001). This result reflects the increase in the number of pain policies that were 

adopted by state medical boards between 1991 and 1997.3s 

Legality of opioid prescribing 

Board members were asked to judge the legality of prescribing opioids for more than 

several months in four different patient scenarios: (1) chronic cancer pain, (2) chronic cancer 

pain with a history of opioid abuse, (3) chronic non-cancer pain, and ( 4) chronic non-cancer pain 

with a history of opioid abuse. The response options were that the practice was: (1) Lawful and 

generally acceptable medical practice, (2) Lawful but generally not acceptable and should be 

discouraged, (3) Probably a violation of state medical laws or regulations and sho~ld be 

investigated, and (4) Probably a violation of federal or state controlled substances laws and 

should be investigated. More than one response could be chosen by individuals who believed 

that both categories of illegality were applicable. Table 2 contains the frequencies of responses 

within each chronic pain scenario for 1991 and 1997. 

Cancer pain scenarios. Compared to respondents in 1991, those in 1997 viewed the 

prescribing of opioids for more than several months for cancer pain as both lawful and acceptable 

medical practice (x,2(2) = 17.060, p<.001). Likewise, when the cancer patient also had a history 

of opioid abuse, medical board members surveyed in 1997 were more likely than those in 1991 to 

view opioid prescribing as lawful and generally acceptable (x2(2) = 15.225, p<.001). 

Non-cancer pain scenarios. Compared to the two cancer-related scenarios, medical board 

members were generally much more skeptical about prescribing opioids for non-cancer pain. 
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Respondents in 1997 were more likely than in 1991 to consider prescribing to patients with 

chronic non-cancer pain for more than several months as acceptable medical practice (x2(2) = 

61. 978, p<.001 ). These regulators viewed the prolonged prescribing of opioids to a patient with 

chronic non-cancer pain and a history of drug abuse as least acceptable. However, medical board 

members in 1997 were more likely to view such prescribing as a lawful and acceptable medical 

practice (:i(2) = 36.211, p<.001 ). Although statistically significant, it should be noted that only 

6% of the 1997 sample gave this response. 

Specific Aim U: Analysis of Workshop Participants 

Twelve percent (n=4 l) of the 1997 board members reported that they had participated in 

one of the six workshops on pain management held between 1994 and 1996. This subsample 

was large enough to compare the responses of participants and non-participants on a limited set 

of survey items. To preserve the statistical power of the analyses, only those items were analyzed. 

that relate to the legality of prescribing opioids for pain. 

There were no statistically significant differences in responses to the cancer pain 

scenarios between 1991 and 1997. Indeed, a majority of board members were confident in the 

legal and medical acceptability of this practice. However, board members who attended 

workshops were more likely than those who didn't to view opioid prescribing for non-cancer 

pairt as lawful and generally accepted medical practice (x2(2) = 7.362, p<.05). This was also true 

for the scenario involving non-cancer pain and a history of opioid abuse (i(2) = 11.503, p<.005). 

Since there is generally a greater reluctance to view prescribing for patients with non-cancer pain 

or a history of drug abuse as legitimate, it is encouraging that participation in the education 
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program was associated with increased acceptance of this practice. 

STUD I' 2: PROSPECTIVE SUR VE.I' OF WORKSHOP PARTICIPANTS 

Study 2 was a longitudinal assessment of the effects of workshop attendance on 

knowledge and attitudes among medical board regulators who participated in any of the five 

workshops held in 1998. 

Methods 

Instrumentation 

The evaluation was conducted using a 31 item self-report questionnaire. Most of the 

items addressed the workshop content and a few were adapted from the 1991 and 1997 surveys 

of medical board members. 34 The survey addressed: (1) cancer pain and its treatment, (2) 

addiction issues, (3) analgesic and side-effects of opioids, and ( 4) perceived legality of prolonged 

opioid prescribing in several different patient scenarios. Each participant completed the survey 

three times: Before the workshop (pre-test), immediately after its completion (post-test), and after 

approximately six months (follow-up). 

Sample 

The sample for this study was all participants in five regional medical board workshops 

co-sponsored by the PPSG and the FSMB in 1998. Curriculum and the faculty were similar for 

each workshop, and addressed the nature and extent of pain, the barriers to adequate relief, both 

pharmacologic and non-pharmacologic treatments for pain, the appropriate medical use of 
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opioids, definition and prevalence of addiction, and the current status of pain management and 

controlled substances policies. 

Statistical Analysis 

All data were analyzed using non-parametric methods at a .05 significance level. Chi­

Square tests were used to evaluate whether workshop participation was significantly associated 

with the categorical survey items. The effect of the time of assessment (i.e., pre-test, post-test, 

and follow-up) on any continuous dependent variable was calculated using the Wilcoxon 

matched-pair signed-rank test. This method of statistical analysis typically identifies changes 

that are significant using the pre-test as the point for comparison. 

Results 

Sample 

Seventy workshop participants were surveyed at pre-test. Age of the participants ranged 

from 28 to 83, with a mean age of 54 years (SD=l 0.32). Males represented slightly more than 

half (57%) of the sample. The workshop audience consisted of physician members (49%), 

investigators (10%), executive directors or secretaries (9%), attorneys (9%). public members 

(7% ), and "other" board members ( 16% ). Length of service on the board ranged from one year 

to 21 years, with a mean of 5 years. Physician members reported that they had received their 

medical degrees between 1952 and 1984, with a median of 1964. A large majority of physician 

respondents (87%) were currently practicing medicine. 

As expected with any longitudinal study design, sample attrition occurred at follow-up 
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assessment, decreasing 36% from pre-test to follow-up, with 45 respondents submitting a 

completed survey after six months. Loss of participants can lead to sample bias if the final 

sample varies considerably from the initial group of respondents. Demographic characteristics of 

the pre-test and follow-up samples were, therefore, compared to determine the extent of 

dissimilarity. If sample differences are found at the time of the follow-up survey, changes in 

responses across time can result from such differences rather than from workshop participation. 

There were no statistically significant differences between the pre-test and follow-up samples on 

any demographic characteristic. 

Cancer pain and its treatment 

Workshop participants were more likely both at post-test (Wilcoxon(6l) = 2.895, p<.005) 

and follow-up (Wilcoxon(36) = 3.737, p<.001) to believe that available therapies, including 

opioid analgesics, can relieve cancer pain effectively. In addition, board members were less 

familiar at pre-test about the degree to which patients under-report pain (x;(8) = 17.461, p<.05). 1 

It appears that the workshops increased participant awareness of the potential for patients to 

under-report pain. 

Addiction 

At pre-test, medical regulators viewed addiction as a frequent occurrence when opioids 

a A significant chi-square result indicated variability in responses given by the same individual at pre-test, post-test, and 
follow-up. Adjusted standardized residuals were then used to identify the patterns in the data that contributed to the 
statistical significance. In all instances of statistical significance, the largest residual was found at pre-test (i.e, pre-test 
was the reference category). As a result, significant chi-square associations are interpreted in tenns of different 
responses being given at pre-test, as compared to post-test and follow-up. 
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are used for a prolonged period of time (x;2(8) = 31.548, p<.001 ), and defined addiction as 

physical dependence (x;2(8) = 29.144, p<.001). Since these beliefs were significantly less 

prevalent after participating in the workshop, the survey results suggest that the workshop was 

successful in clarifying the definition of addiction. 

Analgesic and side-effect properties of opioids 

Medical regulators were less likely to understand the pharmacodynamics of opioid 

analgesics prior to the workshop. Respondents were less likely to know at pre-test whether 

prolonged opioid use leads to a deterioration of organ functioning (x;2(6) = 29.493, p<.001) or to a 

decrease in cognitive function (x;2(8) = 26.612, p<.001). Before the workshop, participants also 

were more likely to believe that there is a ceiling to the analgesic effect of morphine (:((8) = 

51.309, p<.001 ), and that tolerance diminished the analgesic efficacy of opioids (x;2(8) = 42.673, 

p<.001). In general, there was a greater likelihood of inaccurate knowledge about the effects of 

opioids prior to the workshop. 

Legality of prolonged prescribing 

Cancer pain scenarios. Compared to responses given at both posMest and follow-up, 

respondents at pre-test were less likely to view the prolonged prescribing of opioids for cancer 

pain as a lawful and accepted medical practice (x;2(6) = 18.701, p<.005). Likewise, when the 

cancer patient also had a history of opioid abuse, a lower proportion of regulators surveyed at 

pre-test viewed opioid prescribing as lawful and generally accepted (r;(6) = 16.732, p<.01). 

Non-cancer pain scenarios. The findings for both the non-cancer pain scenarios were 

15 



P-43071 _ 00390

similar to those obtained for the two cancer pain scenarios. Prior to workshop participation, 

respondents were less likely to consider as legal and acceptable medical practice the long-term 

prescribing of opioids to patients with chronic pain not due to cancer (i(6) = 25.467, p<.001), as 

well as chronic non-cancer pain with a history of substance abuse (r(6) = 20.577, p<.005). 

Discussion 

Study 1, the second survey of state medical board members, revealed that there had been 

important, although not profound, improvements in knowledge, attitudes, and beliefs since 1991. 

In 1997, board members were more likely to recognize the efficacy of opioid analgesics for 

cancer pain, but that cancer pain patients are not adequately treated for pain. In addition, board 

members in 1997 had greater confidence in all four scenarios that prescribing opioids of chronic 

pain was legal and accepted medical practice. Although still representing a small percentage of 

the total sample, more board members in 1997 viewed the prescribing of opioids to be lawful and 

medically acceptable for the treatment of chronic non-cancer pain, as well as for those with 

chronic pain and a history of opioid abuse. This difference between the two samples represents 

encouraging movement toward recognizing the legitimacy of prescribing that, by today's 

standards, would be considered acceptable medical practice. 10 

The data also suggest a positive shift in medical board members' understanding of what 

addiction is and is not. Fewer participants in 1997 defined it solely on the basis of the 

manifestation of a withdrawal syndrome. This represents encouraging movement toward the use 

of behavioral. rather than physiological, measures of addiction. Nevertheless, physiological 

interpretations of addiction remain common. A much more concerted effort is needed to bring 
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., 

significant changes in knowledge and attitudes were observed over time and as a result of 

involvement in an educational workshop, most medical board members continued to view the 

prolonged prescribing of opioid analgesics for chronic pain as inappropriate medical practice to 

be discouraged or even investigated. In addition, there continues to be confusion about the 

characteristics of addiction and about the approximate incidence of iatrogenic addiction. If there 

is confusion among regulators about addiction, there is the potential for investigating physicians 

for prescribing practices that may conform to present standards. 

Improving pain management in America will depend, in part, on a three-part program that 

includes: (1) more intensive educational programs for state medical board members and staff, (2) 

accelerated policy development by state medical boards to encourage pain management and 

address concerns about regulatory scrutiny, and (3) increased communication between clinicians 

and their regulators. 

( 1) Education. State medical boards should sponsor educational efforts for their 

members, staff, investigators, and attorneys to update their knowledge and views about pain 

management and regulatory policy. An excellent example is provided by the medical boards in 

Alabama and North Carolina; they held educational workshops to inform their members and 

staff.38 After the workshops, these boards adopted guidelines to recognize the use of controlled 

substances for the treatment of chronic pain. 17
•
38 

(2) Policy. State medical boards should adopt or amendb their existing guidelines 

according to the national standard established by the FSMB, ''Model Guidelines for the Use of 

b It is recognized that many state medical boards have already adopted guidelines; however, some of these policies fail 
to encourage pain management or address directly licenses concerns about regulatory scrutiny. 
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Controlled Substances for the Treatment of Pain."10 The Model Guidelines offer significant 

advantages over current state medical board policies.17
•
19 The Model Guidelines address directly 

physician concern about investigation or discipline: 

Physicians should not fear disciplinary action from the Board or other state 

regulatory or enforcement agency for prescribing, dispensing. or administering 

controlled substances, including opioid analgesics, for a legitimate medical 

purpose and in the usual course of professional practice. (p. 2)10 

Indeed, the Model Guidelines are an unprecedented consensus among groups that represent pain 

management, regulatory, and drug law enforcement about the medical use of controlled 

substances for the treatment of pain. 17 

(3) Communication. Once a state medical board has updated its views about pain 

management and has adopted or adaptedc the Model Guideline, it should disseminate and 

publicize the policy widely and repeatedly to encourage positive practice change and reduce 

concerns about regulatory scrutiny. 10J
7
•
21 Despite initial dissemination efforts by medical boards, 

practitioners may be unaware of the board's policy. 17
•
39 The North Carolina Medical Board 

(NCMB) provides an example of what state boards can do: In addition to systematic 

dissemination of its guidelines, the NCMB sponsored educational programs and media events for 

health-care professionals and for the public. 38 

We should not be surprised that knowledge and attitudes are slow to change. However, 

c It is recognized that state policies may differ and that boards may adapt and improve on the Model Guidelines. 

19 



P-43071 _ 00393

J 

these studies show that change is indeed occurring. We can accelerate the rate of change with 

more concentrated efforts. Increasingly, state medical boards and their members and staff are 

coming to recognize that pain control is a significant health•care problem, and that they have an 

important role to play in eliminating fears of regulatory scrutiny. Making this a reality will 

require additional efforts and further cooperation between medical boards and the pain 

management community. 
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Table 1. Demographic Characteristics of Survey Respondents 

Characteristics Year of Survey 
No.of No.of 

1991 1997 

Full sample surveys % surveys % 

(N=304) (N=368) 
Age inyears 

Mean 55.22 55.67 
Standard Deviation 10.93 10.62 

Board type 
Medical 269 88.5 322 86.8 
Osteopathic 35 11.5 46 13.2 

Status of board member 
Current member 300 98.7 360 97.8 
Past member 4 1.3 8 2.2 

Capacity of board member 
Physician member 241 79.3 284 77.2 
Public member 46 15.1 57 15.5 
Other health professional 10 3.3 16 4.3 

member 
"Other" member 7 2.3 6 1.6 
missing 0 0 5 1.4 

Time served on board in 

years 
Mean 4.51 4.54 
Standard Deviation 4.01 3.68 

Physician members only -
Year of medical degree 

Median 1961 1966 
Currently practicing 

medicine 
Yes 229 93.5 260 89.3 
No 16 6.5 31 10.7 
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Table 2. - Legality and Medical Acceptability of Extended Opioid Prescribing, 1991 Compared 

to 1997 

Level of Perceived Legality 

Lawful and Lawful and Violation of Violations of 

generally generally not medical practice controlled 

acceptable acceptable laws and substances 

medical practice, medical practice regulations which laws which 

with no need to which should be should be should be 

investigate discouraged investigated investigated 

Year 1991 1997 1991 1997 1991 1997 1991 1997 

Cancer pain 75% 82% 14% 5% 5% 2% 5% 2% 

Cancer pain 46% 57% 22% 17% 14% 6% 12% 4% 

with history of 

opioid abuse 

Chronic non- 12% 33% 47% 40% 32% 11% 27% 6% 

cancer pain 

Chronic non- 1% 6% 25% 36% 58% 34% 50% 20% 

cancer pain 

with history of 

opioid abuse 

Note: Rows do not sum to 100% because respondents could give more than one response. 
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