SHARE THE

hysicians prescribing opioids for
Ppain relief and, in particular. non-

malignant pain, are being sued for
giving too little, giving too much, or even
murder."” Several publications have
made the statement that “17% of doctors
who treat pain are investigated each year
and a pain treating physician is arrested
and charged criminally somewhere in the
U.S. daily.”*

The Share the Risk Model (STR) has
evolved in response to these problems.
The basic theme is a call for action. The
model addresses the opioid phobia that
continues to manifest itself among physi-
cians, patients, the media, and various
government entities. The goal has been
to unite physicians and other health care
professionals who treat chronic pain in
the San Diego area. It is axiomatic that
patients with chronic and intractable pain
are among the most complex and difficult
to treat in all of medicine. They invariably
have multiple and often esoteric somatic
problems, predictably complicated by lay-
ers of social and emotional stress, or by
concurrent anxiety and personality disor-
ders. In recognition of these realities, the
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Share the Risk Model’s fundamental

premise is that no physician—no matter
how well educated, confident, compas-
sionate, committed, or meticulous—can
adequately meet all the needs of the pa-
tients with chronic and intractable pain.
Instead, the model calls for a multi-disci-
plinary team approach to treat the chron-
ic pain patient.

Dr. Joseph Shurman first developed
the model’s basic principles in January
2002 in San Diego. Inter-disciplinary
teams have been shown to improve pa-
tient care in a number of complex clini-
cal situations and also deliver the best
possible care to this challenging popula-
tion. A variety of perspectives can be a
source of strength and creativity, as well
as contribute to goal-oriented coalitions
across disciplines.

Chronic pain is a significant problem in
the U.S. today. Approximately 35% of the
population suffers from chronic pain.
Over 50 million Americans are partially
or totally disabled by chronic pain. Over
the age of 50, one out of two people ex-
perience chronic pain. Under-treatment
of chronic pain runs as high as 50%.°
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Treatment is often inadequate and asso-
ciated with a high economic and psycho-
logical cost. This population will be in-
creasing rapidly over the next several
decades. The effects of under-treatment
of pain can be devastating, leading to de-
pression (suicide), anxiety, loss of sleep,
social and sexual dysfunction, loss of
work, weakness, fatigue, gastrointestinal
distress, hypertension, and tachycardia.”
The JCAH has made pain management a
major criteria for the accreditation of hos-
pitals and pain is now recognized as the
fifth vital sign.’

In the late 1980’s and early 1990’s, a
major breakthrough occurred when opi-
oids began to gain acceptance as a legiti-
mate therapy for chronic non-malignant
pain. Opioids are the most effective anal-
gesics known to mankind and have been
used for thousands of years. When opioids
are titrated properly, patients can achieve
excellent pain relief. This may lead to a
dramatic improvement in the quality of
life and often enables patients to return to
a productive lifestyle. Opioid therapy for
non-malignant pain is gaining national
acceptance but is still controversial.
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Originating in San Diego, this practice model is an example of
successful collaboration among doctors to mitigate professional
risks while improving care for pain patients.

By Joseph Shurman, MD; John Sack, MD; Gloria Shurman, PhD;

Bradley Schnierow, MD; and Ceasar Gabriel, BSP

On May 19, 1998, the Federation of State Medical Boards
published the Model Guidelines for the Use of Controlled Substances
for the Treatment of Pain (revised in 2004).° These Guidelines rec-
ognize that “controlled substances,” including opioid analgesics,
may be essential in the treatment of acute pain due to trauma
or surgery and in chronic pain — whether due to cancer or non-
cancer origins.

In their October 23, 2001 Consensus Statement, the DEA and
21 healthcare organizations agreed that “effective pain manage-
ment is an integral and important aspect of the quality of med-
ical care and pain should be treated aggressively.” They also
noted that opioids are often “the most effective way to treat pain
and the only treatment option to provide significant relief.”
They further stated “that focusing only on the abuse potential
of the drugs, however, could erroneously lead to the conclusion
that these medications should be avoided when medically indi-
cated, generating a sense of fear rather than respect for their
legitimate properties.”™

Despite these encouraging developments, physicians pre-
scribing opioids for chronic non-malignant pain have been
under increasing pressure over the past several years. On the
one side, they are under pressure from patients who demand
and expect adequate pain relief. On the other side, are families,
insurance carriers, or other third parties who may argue that
the patient is over-medicated. When the situation becomes ad-
versarial, the doctor may be sued for over-prescribing. In some
cases, where deaths have occurred, physicians have even been
prosecuted for murder. And despite its stated support for ade-
quate pain relief, the DEA continues to investigate and prose-
cute doctors—in particular, those who prescribe high doses of
opioids. All these realities have had a “chilling effect” on the
practice of pain medicine and often place the prescribing physi-
cian in a no-win situation.

Share the Risk Model
The Share the Risk Model has evolved in response to these prob-
lems. The core of the STR model is elaborated through the five
P’s, as follows:

P1 — Professional Pain Management Delivery System

P2 — Patient Advocacy & Educational Support

P3 — Paperwork

P4 — Precautions

P5 — Physcial Therapy & Integrated Techniques

P1 — Professional Pain Management Delivery System
This category includes pain specialists, psychologists/psychia-
trists, pain addiction specialists, pharmacists, and other agents
and organizations. The following sections describe these con-
tributors.

Pain Specialist. The core of the STR model is a second or
third pain management opinion. The authors prefer, if possi-
ble, to use a specialist who is not associated with the referring
physician. For example, the senior author, Dr. Joseph Shurman,
is an anesthesiologist who uses second and third opinions from
a neurologist and a physical medicine specialist. These special-
ists review the patient’s medication plan and may offer other
perspectives and alternative treatments. The authors have tried
to unite competing pain specialists within the region and assure
them that when a second opinion is rendered; the patient will
not be transferred without the approval of the referring physi-
cian.” In today’s litigious climate, having a second opinion —
even within your medical group — is better than going it alone.
In more remote areas, the authors recommend networking with
the closest regional group, preferably within an hour’s car ride.

Psychologist/Psychiatrist. The senior author recommends
that all patients on high dose opioids see a psychologist and/or
a psychiatrist who, if possible, has some pain management ex-
pertise. In the majority of cases, the patients concur and see a
therapist (the senior author makes it mandatory). Some pa-
tients are initially resistant but, over time, are grateful for the
referral.

Patients with chronic non-malignant pain have a higher risk
of suicide than individuals with malignant pain. Many have a
long life ahead and are at risk for depression. With recurrence
of severe depression, the suicide rate may reach as high as 15%
in this population." The psycho-therapist spends many quality
hours with the patient and family members as a keen observer
and can recognize problems that can be missed by the pain spe-
cialist. Identifying and treating new disorders, anxiety disorders,
personality disorders, sexual dysfunction, and other co-morbid
disorders is essential for proper pain management. In addition,
because of their more frequent contact and intimate level of re-
lationships, this group of professionals are often the first to rec-
ognize abuse. They alert the pain physician, especially where
there is a network of multidisciplinary specialists who are en-
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couraged to have a high level of contact with each other. The
psychiatrist/psychologist often treats the family as well as the
pain patient. This contributes to the education and well being
of others involved with the daily care of the pain patient. The
importance of psychological and/or psychiatric care can hardly
be over emphasized.

Pain Addiction Specialist. First and foremost, the addiction
specialist will evaluate the patient for potential addictive or pseu-
do addictive behavior. This is one of the core management is-
sues in pain management. He or she will also discuss opioid tol-
erance and will educate the patient (and if possible, the family)
regarding the difference between physical dependence and ad-
diction. This often reassures the patient and addresses the fam-
ily’s fear regarding narcotic addiction.

“Pharmacists can be an excellent observer of
your patient’s behavior... Pharmacists also play
a back-up role for the doctor. For instance, they
can choose not to fill a prescription if the pa-
tient’s behavior appears questionable.”

The addiction specialist will help to formulate a specific dos-
ing regimen that takes into account the patient’s prior substance
abuse history, if any. The formulation and medication regimen
should be tailored to the patient’s pain pattern and lifestyle.
The authors also recommend opioid rotation. If the patient has
a history of addictive behavior, slow release medication is rec-
ommended. Keep in mind, however, that these medications can
be crushed and used orally or snorted to defeat the slow release
component.

Opioid analgesics are widely accepted as appropriate treat-
ment for chronic non-malignant pain. A recent article from Mass
General questions the long term efficacy of high dose opioids
and claims that such therapy may induce hyperalgesia—a par-
adoxical increase in pain."”” However, this information was de-
rived primarily from animal studies and the topic is currently
being debated in the pain treatment community. Until more
conclusive data are available, the authors recommend individ-
ualizing (rotating) and trying different combinations of slow re-
lease and immediate release medications.

It should be remembered that opioid use itself does not cause
addiction. Addictive behavior is a product of genetic pre-dispo-
sition and socio-environmental factors. A history of substance
abuse or dependence does not necessarily imply that an indi-
vidual will abuse medication prescribed for chronic pain. Many
patients with a history of addictive behavior are able to comply
with the prescribed opioid regimen. However, these patients
should be monitored closely and followed at intervals by the ad-
diction specialist.

When aberrant behavior is identified, pseudo-addiction must
also be considered in the differential diagnosis. When pseudo
addiction is mistaken for addiction, the patient may be unjusti-
fiably terminated and therefore suffer grievous harm through
double injustice.

In the vast majority of cases, the addiction specialist will find

that opioids are being taken as prescribed and their use is ap-
propriate. Those patients who cannot control their opioid use,
or when their side effects become intolerable, can be detoxified
and transferred back to non-opioid pain management. For some
of these pain patients, buprenorphine may be a reasonable al-
ternative. The use of buprenorphine for detoxification and sub-
sequent maintenance, if necessary, may be the next major break-
through for pain management.

Pharmacists/Other Agents and Organizations. The authors
recommend only using pharmacists you know well. Make them
a participant in the pain management community. Make your-
self available for any problems they might encounter. Invite
them to attend your CME meetings and round table conferences
and make them part of the team, so they do not become the
ones who call the authorities when they are frustrated with the
patient (or you). Pharmacists can be an excellent observer of
your patient’s behavior (the more eyes the better). Pharmacists
also play a back-up role for the doctor. For instance, they can
choose not to fill a prescription if the patient’s behavior appears
questionable. Communication with other agents involved in the
patient’s care—with the patient’s permission—is important.
These may include worker’s compensation adjusters and insur-
ance agents, etc. You should also make use of various societies
to provide literature and education for patients and their fam-
ilies. For example, the Reflex Sympathetic Dystrophy Syndrome
Society, American Pain Society, and other pain management
websites are informative."

P2 — Patient Advocacy and Educational Support

It is important to have a family member or close friend attend
many of the sessions with your patient. The authors know that
individuals who have no support system, live alone, or have fi-
nancial hardships, may be more predisposed to alcohol or drug
abuse. Since 9/11—with the reduction of illicit drugs coming
into our country—there has been an increase in the illicit use of
prescription drugs. Family members or friends may steal the pa-
tient’s drugs either for personal use or for sale on the street. A
disturbing statistic is that as many as 20% of high school stu-
dents have experimented with Oxycontin." The authors recom-
mend that patients keep their medications locked. Family mem-
bers, along with pharmacists, are the groups that tend to be most
critical of physicians and report them to authorities. Frequent-
ly, friends or family members will view the patient as a “drug
addict.” Such attitudes are shaped by a variety of factors includ-
ing media exposure (for example, the Oxycontin media blitz
and Rush Limbaugh coverage). Education for patient, family,
and friends can be most helpful in redefining their perception
of the patient’s pain and enlisting their support for aggressive
treatment.

P3 — Paperwork/Documentation

Pain Management Agreement. Most pain clinics use an agree-
ment. The senior author has an extensive pain management
agreement drawn up by legal consultants. Primary care physi-
cians, pharmacists, physiatrists/ psychotherapists and other at-
tending physicians sign the agreement whenever possible. The
use of the pain management agreement is debated by some
physicians. Some believe that it is discriminatory as it is not used
with other medical treatments. However, the authors find it to
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be helpful and educational for the patient. It is also valuable
when deciding to do urine or blood screens. Also, when neces-
sary, this structure clarifies and substantiates termination of
treatment.

In California, most of the STR members use CURES (Com-
puterized Drug Monitoring Program) to monitor prescription
practices in the state. It is used to look for “Doctor Shopping”
and to help measure compliance. Coming soon, NASPER (Na-
tional All Schedules Prescription Monitoring Program Law)—
passed by the House of Representatives in 2004 and reintro-
duced to the Senate in early March 2005—represents another
significant advance for the future of pain medicine."

Past Records, Ongoing documentation, and Outcome Stud-
ies. It is important to get previous records of patients whenev-
er possible before you place them on opioids. This is an impor-
tant pre-screening tool. The model also includes documenting
the diagnosis of intractable pain. The senior author advises
doing some type of outcome studies. Presently the senior au-
thor uses the American Society of Anesthesia Outcome Mea-
sures.' the authors also advise ongoing documentation includ-
ing the patient’s response to therapy, improved function, and
the need for continuation of opioids. Some of the authors use
the Oswestry Disability Scale to measure functionality."”

P4 — Precautions

Driving and Sleep. To evaluate the patients driving ability, the
authors use the Epworth Sleep Scale. If the score is high, action
is taken to reduce the medication dosage. Medications such as
Modafinil (Provigil®) may be used to enhance alertness. Most
patients on opioids can drive safely if their dose is titrated up-
ward slowly. When the opioid dose is being increased or when
opioids are being rotated, the patient should be advised not to
drive or operate machinery until they have developed a toler-
ance to the change. This usually takes about a week, but may
take longer depending on the individual.

Assessing patients for driving safety is paramount to the wel-
fare of both the patient and the community at large. From a li-
ability stand point, the key is to document, in the medical record,
that the physician considered the question of safety and made
the best decision based on available evidence. The authors rou-
tinely document that the patients have been instructed to never
drive when groggy, to avoid alcohol, to refrain from nighttime
driving, and to assure time for adequate sleep each night. When
the authors suspect that a patient is unsafe to drive, they are re-
ferred to the Department of Motor Vehicles. The authors are
especially cautious when opioid doses are being increased, or
when opioids are being rotated.

Studies indicate that 20 to 25% of individuals driving on the
road have taken at least five drugs in the past week.” The au-
thors’ patients are often taking 4 or more drugs daily. Adding
alcohol and/or cell phone usage increases the risk for accidents,
and so the patients are educated accordingly. The authors pre-
fer that patients not use alcohol at all, but when they consume
alcohol on special occasions, they are advised to limit their in-
take to a maximum of one drink per day and not to drive or
take any pain medications at all within 8 hours of any alcohol
use.

Patients are routinely assessed for impaired alertness based
on the Epworth Sleepiness Scale.'” When objective testing is de-

sired, a Performance Vigilance task (PVT) is employed. The PVT
takes 10 minutes to complete and is easily administered in the
office environment. It is also the most sensitive neuropsychiatric
test available to assess for daytime sleepiness.

The senior author consults sleep disorder specialists who test
the patients cognitively and will evaluate them for driving. The
specialist also focuses on improving the quality of sleep, which
is so important for a chronic pain patient — especially for those
who have sleep apnea. The goal is to identify and treat any sleep
disorder problems in order to enhance overall pain control. It
is known that interrupting normal sleep patterns of pain pa-
tients—who otherwise have their pain under control — will
cause many to start complaining of pain. In addition, some seem
to have significant sleep apnea problems while on opioids.* Pos-
sibly some of the overdoses and suicides one reads about may
be related to a sleep disorder issue in combination with the med-
ication—rather than medication alone. The plan is to treat the
sleep disorder problem (with CPAP or supplemental oxygen
thereafter) while simultaneously treating the pain. Any sleep dis-
order (i.e. obstructive sleep apnea) or life style choice (i.e. shift-
work) that leads to impaired alertness will likely be magnified
in patients using opiates.

Periodic Urine Screening and Occasional Blood Testing.
The senior author recommends drug screening on all patients
initially and randomly thereafter. Urine monitoring, in partic-
ular, is an important tool in a risk management program for
chronic pain patients. In the pain management arena in the past

“When the opioid dose is being increased or
when opioids are being rotated, the patient
should be advised not to drive or operate
machinery until they have developed a
tolerance to the change.”

tew years, there has been a focus on teaching pain management
physicians about abuse and addiction and teaching addictionol-
ogists about the benefits of opioids in moderate to severe non-
malignant pain. The majority of leaders in the pain manage-
ment addiction world are recommending drug screens in all pa-
tients on long term opioid therapy. At the present, most advise
using urine as the routine screening test medium, as opposed
to blood testing.*"**

Benefits of Drug Testing. The use of a drug-testing program
for all patients receiving long term opioid therapy is essential.
Testing patients can reveal other co-morbidities, depression, ad-
diction, and poor adherence or compliance. A well-designed
drug-testing program will allow the physician to determine
whether the patient is using illegal drugs or using additional
prescription drugs (from multiple prescribers). Patients tend to
under-report illicit drug use. The abuse of other drugs also in-
creases the risk of adverse drug reactions, overdose, and treat-
ment failure.

Drug monitoring can help provide answers to the following
questions:
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¢ Is the patient taking only the specif-
ic drugs prescribed?
e Is the patient taking other drugs

that, in combination, could be
harmful?

e Is the patient not taking the pre-
scribed drugs?

The urine drug test serves as documen-
tation that the physician is evaluating the
prescribing of drugs to his patient. An on-
going monitoring program provides in-
formation that helps the physician pro-
vide better patient care, helps identify
drug seekers and patients with possible
addiction issues. The Columbia Universi-
ty Study on Substance abuse, (CASA) pub-
lished in July 2005 identified the follow-
ing statistics:

During the period from 1992 to 2003
the total US population increased 14%
while the number of people abusing con-
trolled prescription drugs increased 94%.

the physician. A major dilemma for most
physicians is what to do with abnormal re-
sults. Many physicians fear having to
make this decision. The authors suggest
the following guidelines:

1. Be careful with your initial analysis
and interpretation. Consider repeat-
ing the studies or doing multiple
random tests.

2.Talk to the lab toxicologist.

3.Consult an addictionologist and/or
psychotherapist. Use the screen as a
tool along with your exam and input
from the psychotherapist, pharma-
cist, and other treating physicians.

4.Insist on frequent office visits and
provide limited supplies of medica-
tion. Favor the use of long acting
drugs with low street value.
.Be aware that certain food items
such as poppy seeds can produce
false positives—especially if the lab-

(€24

“The urine drug test serves as documentation that the physician
is evaluating the prescribing of drugs to his patient. An ongoing
monitoring program provides information that helps the physician
provide better patient care, helps identify drug seekers, and pa-
tients with possible addiction issues.”

The study also estimated that 15.1 mil-
lion people actually admit to abusing pre-
scription drugs. This is more than the
combined number of those who admit to
abusing cocaine, hallucinogens, heroin,
and inhalants.

The benefit of using urine as the medi-
um to monitor is that it retains medica-
tion longer and can provide a more com-
prehensive look back at the medications
the patient has taken. In addition, the col-
lection of a urine specimen is not inva-
sive. The authors recommend testing all
patients so there are no biases. Empha-
size to your patients that your treatment
protocol requires that everyone be tested
and that the ultimate goal is to achieve
patient safety, excellent care, and optimal
pain relief. It is also important to point
out that several studies have shown that
model patients may often produce an ab-
normal screen.” Venipuncture is one of
the most common causes of Iatrogenic
Mononeuropathy.”

There is a balance between safety, pa-
tient care, and being a “policeman.” This
can be difficult for both the patient and
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oratory uses a low cutoff value; even
one or two poppy seed bagels can
trigger a positive result.

6. False negatives are also an impor-
tant consideration. For example, a
patient who has escalated his/her
dose early in the month may have
run out of medicine days before the
tests. Pseudo addiction is an issue
that is frequently missed and, unfor-
tunately, patients are often declared
addicts and terminated when in
reality they are pseudo addicts.

Forest Tennant, editor of Practical Pain

Management, and a group of collabora-
tors—one being the senior author—re-
cently collected opioid blood levels on
high dose opioid patients.*® The study
demonstrated that these patients were
cognitively alert and were able to function
despite having levels that would be inter-
preted as toxic for opioid naive patients.
No drug testing program can take into
account all the factors that may influence
the test result. Therefore, whenever the
results are inconsistent, don’t rush to ter-
minate the patient before consulting a
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toxicology specialist and/or referring the
patient to other clinical specialists such as
addictionologists or psychotherapists. If
you do decide on termination, be aware
that this is a high risk time for the patient.
Consult your state medical society or
medical board guidelines regarding ter-
mination.

The majority of leaders in the pain
management and addiction world are rec-
ommending urine screens on all patients
on long term opioid therapy. Most are rec-
ommending that it be done randomly and
multiple times. Use a lab that complies
with testing for those substances you pre-
scribe and at a minimum is CLIA (Clini-
cal Laboratory Information Act)-certi-
fied. The lab should include standards for
chain of custody and sample handling.
Examples of CLIA-certified labs are the
following: Ameritox, Dominion Diagnos-
tics, Quest, Aegis, and LabCorp. The sen-
ior author and some other practitioners
in the STR model use Ameritox because
of its RxGuardian technology. This serv-
ice tests for both prescribed medications
and illicit drugs using low “cutoff ” detec-
tion and specific quantitative levels. What
makes this service different is that it de-
termines expected quantitative ranges in
the urine specimen for each individual
patient, based on their prescription,
dosage and personal demographic infor-
mation. Such information is very helpful
in identifying diversion/supplementa-
tion. It also maintains a clear ongoing pa-
tient history.

P5 — Physical Therapy, Exercise &
Integrated Techniques
The authors recommend physical thera-
py and, in particular, warm water thera-
py—including the use of various water
products such as: buoys, aqua joggers,
and weights. The authors also use snor-
keling equipment for people with neck
problems and thus eliminating the need
to turn their head from side to side. Many
of these patients use biofeedback, trac-
tion, Pilates, and yoga since exercise can
raise endorphin levels and provide a
sense of well being. Naturally, this needs
to be modified in accordance with the in-
dividual’s limitations. The authors also
use cervical and lumbar traction units
when indicated (two of the original mem-
bers of the STR group are Physical Med-
icine Specialists).

Scripps Clinic in La Jolla has an Inte-
grated Medical program. One out of three
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people—including health care profes-
sionals—seek alternative forms of care. At
Scripps Clinic, the program offers a vari-
ety of integrated services including
acupuncture, electrical stimulation
(TENS), massage, medication, and nutri-
tional guidance.

Summary

This article has described a group of pain
specialists—including the authors—who
meet quarterly, on average, in the San
Diego area. These meetings are support-
ed by various pharmaceutical groups,
CME programs, and MedTech compa-
nies, resulting in more effective commu-
nication and collaboration between In-
dustry and the medical community. As the
group has evolved, the authors have
brought together various specialists from
all regions of the city. The authors encour-
age them to use each other for second and
third opinions. The group includes anes-
thesiologists, physiatrists, psychiatrists,
psychologists, addictionologists, rheuma-
tologists, sleep disorder specialists, neu-
rologists, orthopedics, otolaryngologists,
internists, nurses, and physician assis-
tants.

The group has also begun to reach out
to primary care physicians. The authors
have included lectures on coding and
compliance. And recently—with much ef-
fort—the authors have had three local
DEA agents participate in one of our
meetings. It should be noted that in the
South, a large pain management clinic
was investigated by the DEA. In a positive
way, the equivalent of a state DEA agent
worked with a clinic nurse manager to im-
prove the clinic’s documentation and sub-
stantiation of treatment of opioid-de-
pendent patients. The nurse manager
and agent have been giving educational
lectures in their region. The authors look
forward to more of these types of con-
structive interactions.

The Share the Risk model is a “call for
action” and ultimately results in better
care for the chronic pain care patient. At
the core of the model are the 5 P’s:
P1-Professional Pain Management Deliv-
ery System, P2—Patient Advocacy & Edu-
cation Support, P3-Paperwork, P4-Pre-
cautions, and P5—Physical Therapy & In-
tegrated Techniques.

The STR model is a work in progress
and continues to evolve. On a national
level, the STR model was a catalyst for the
development of an educational program
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called Emerging Solutions In Pain.
Emerging Solutions has a comprehensive
design to assist pain management physi-
cians in overcoming the challenges they
encounter by providing practical tools and
resources. Emerging Solutions in Pain has
an advisory board of national leaders in
pain management and addiction. The
program includes a toolkit and a website
and is especially valuable for physicians
who don’t have access to other specialists
(EmergingSolutionsinPain.com).

The ultimate goal of the STR model is
to bring together the various resources—
clinical, industry, and community—in the
interest of providing the best overall care
for the chronic pain patient.

In the application of the Share the Risk
model, using any part of the model is bet-
ter than being out in the community
alone. Documentation is important but
outside consultation, if possible, should
be part of your risk management pro-
gram. The Share the Risk model contin-
ues to expand and to offer assistance for
both physicians and patients in the treat-
ment of chronic pain. M
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