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ABSTRACT

Objectives In the last 30 years, opioid maintenance
treatment prescription (OMT) has changed patients’ and
also changed physicians’ practices. General practitioners
(GPs) have to deal with patients on OMT who are in acute
pain. The objective of this qualitative study was to explore
medical care challenges and solutions identified by GPs in
the management of acute pain among patients receiving
OMT.

Design and setting Qualitative study with semistructured
interviews were used as a data collection technique with
a sampling strategy using a snowball sampling method to
obtain a purposive sample of practicing GPs. Analysis was
undertaken using a thematic analysis method.
Participants Twelve GPs, working in France (Brittany)
who prescribe OMT were interviewed.

Results The thematic analysis resulted in two main
themes relating to specificities and difficulties identified:
(1) Medical care and training challenges identified by

GPs treating patients on OMT with acute pain, with

four subthemes : management of these situations not
concerning primary care, lack of training prompts GPs

to rely on peer and specialist support, lack of guidelines
and conflicting recommendations between clinicians in
different settings (2) linked to the patient—GP relationship,
with six subthemes: Implementing an individualised
centred approach, acute pain management during

OMT relies on a relationship based on trust, GPs found
difficulties in evaluating and treating pain, difficulties in
care adherence, fear of patients destabilisation, fear of
misuse and diversion.

Conclusion The complexity of acute pain and OMT
entails significant challenges for clinicians and patients.

In primary care, it is hard to achieve a balance between
pain relief and opioid use disorder treatment, in a global
patient-centred approach. Fear of misuse or diversion was
not a important factor, except for patients not known to
the practitioners, but GPs were concerned with the risks of
patient destabilisation in situations of acute pain.

BACKGROUND

Opioid dependence, whether as a result of
taking licit or illicit opioids, is 2 major public
health issue worldwide. Opioid dependence
accounts for about 15479000 individuals

,'2 Melia Baillot,® Delphine Le Goff,’

Strengths and limitations of this study

» This is the first study exploring the specificities and
the difficulties identified by general practitioners
(GPs) in the management of acute pain among
patients receiving opioid maintenance treatment
(OMT).

» A validated qualitative approach (thematic analysis)
helped to analyse the rich and complex data, and to
obtain in-depth answers about specificities and dif-
ficulties of acute pain management in patients with
an OMT in primary care.

» In primary care, in a global patient-centred ap-
proach, it is hard to achieve a balance between pain
relief and opioid users disorders treatment.

» The selected sample of GPs limits transferability of
the data.

around the world.! In Europe, the mean
prevalence of opioid users disorders (OUD),
defined according the Diagnostic and statis-
tical Manual of Mental Disorders (DSM 5),?
is estimated to be between 3.6 and 4.4 per
1000 inhabitants (15-64 years of age). To
treat OUD, opioid maintenance treatment
(OMTs) such as methadone, buprenorphine
or buprenorphine/naloxone have amply
demonstrated their effectiveness.” * This
system has proved to be efficient in terms
of public health, access to care and risk
reduction.”” In France, 170000 patients are
currently being treated for OUD, of whom
65% are on BHD and 35% on methadone.®
OMT is a long-term treatment, sometimes
maintained for life.

The population of patients under OMT
prescribed for an opioid use disorder
requires specific care: opioid-dependent
patients present more comorbidities than the
general population, and have an especially
heightened susceptibility to acute pain. First,
opioid-dependent subjects present medical
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histories with higher risks of infectious diseases,”  trau-

matic events, medical complications, such as serious
cardiac abnormalities and a higher rate of epileptic
seizures,m_15 liver disease and chronic pain.16 17 Second,
they present psychological vulnerabilities, such as depres-
sion and anxiety, that may be associated with a higher risk
factor for pain and these are also morbidity and mortality
risk factors."® Third, pharmacologically, two phenomena
can lead to more difficult management of acute pain in
opiate-dependent patients: opioid tolerance and opioid
hyperalgesia.'”' These two phenomena lead to a higher
susceptibility to pain among opioid-dependent subjects.
The pain intolerance of patients receiving OMT can be
conceptualised as a latent hyperalgesia secondary to long-
term opioid exposure.”” As a consequence, pain manage-
ment among patients with an OMT requires significantly
higher doses of pain medication.”

Pain management among patients with an OMT is
defined as a challenging situation. Patients in this situa-
tion at admission to hospital fear opioid withdrawal, pain,
discrimination and relapse.** For their part, clinicians
are unwilling to trust patients with an OUD, they do not
trust reports on pain which could be enhanced to obtain
opioids and the resulting euphoria, they are aware of the
risk of opioid diversion, the risk that the patient might
leave the hospital against medical advice, and the medical
risk of overtreatment, leading to opioid-induced ventila-
tory impairment.** Guidelines exist for the management
of opioid use disorder but very few address the specific
needs, such as those related to pain, of populations of
patients with on OMT. The American Society of Addic-
tion Medicine (ASAM) edited practice guidelines for
the Use of Medications in the Treatment of Addiction
Involving Opioid Use and pain,” and even if evidence-
based strategies for pain management among patients
receiving OMT are limited, a few studies have defined
strategies.” ?* %" The ASAM practice guideline states that
pharmacotherapy in conjunction with psychotherapy
should be considered for patients with pain and an OUD.
Moreover when OMT is prescribed, OMT dosage for pain
should be maintained or increased on a temporary basis
and administered in a staggered schedule rather than as
a single daily dose, and non-narcotic medications, like
acetaminophen or Non steroid antiflammatory Drugs
(NSAIDs) should be tried initially.*

All these previous studies and guidelines focused on
specialised care in hospitalisation, but OMT, like acute
pain situations, are mainly managed in primary care,
and more particularly in France. Indeed, methadone
marketed in 1995 and buprenorphine in 1996 are both
available in France as part of a global therapeutic strategy.
BHD can be prescribed by any physician, MTD primary
prescription is restricted to physicians operating in
specialised units or hospitals, but after a period of stabil-
isation, follow-up and prescription can be carried out by
any physician.*” %

We hypothesised that general practitioners (GPs) who
prescribe OMT are frequently exposed to situations of

acute pain management for patients with a regular treat-
ment of OMT prescribed for an OUD. The literature is
sparse about acute pain management among patients
on OMT, especially in primary care. Consequently, the
present objective of this qualitative study was to explore
medical care challenges and solutions identified by GPs in
the management of acute pain among patients receiving
OMT.

METHODS

A research committee including GPs with experience
in qualitative research (MD, MD-PhD), a psychiatrist
specialised in addictive disorders (MD, PhD) and meth-
odologists (PhD) was formed. A qualitative design
consisting in semi-structured face-to-face interviews was
used in this study. The research committee (all trained
and experienced in qualitative research) designed a
qualitative interview guide consisting of six open-ended
questions. This guide was tested on a sample of GPs to
ensure that the duration of the interview was maximum
half an hour. The guide was intentionally short to enable
the participation of GPs on this complex topic. The qual-
itative method with face-to-face interviews is considered
as ideal when in-depth description of caregiver or health-
care professional experiences in relation to a particular
phenomenon is desired. A qualitative approach was
chosen because this type of research could enable us to
explore the specificities and the difficulties in manage-
ment of this complex situation by GPs.* Interviews were
chosen because we wanted to access to the personal expe-
rience of each GP, and not that of the group of GPs as a
whole. We aimed to pinpoint issues that had not been
documented previously.*

Sampling and recruitment

GPs were recruited from a network of GPs practising in
the administrative region of this study (Finistere, Brittany,
France) with professional experience of OMT manage-
ment. The main selection criterion was experience with
OMT prescribing in primary care (number of patients on
OMT that they followed), and also the numbers of years
of practice in primary care, and the location of practice
(urban, rural, semirural). The sampling strategy was
implemented in two steps to obtain a purposive sample.
In the first step, three GPs were recruited from the
network, they were identified as OMT prescribers by the
study research committee. In the second stage, starting
from these first three GPs, a snowballing method was used
to recruit new GPs on the basis of their personal experi-
ence in OMT management. Data collection continued
until theoretical saturation was reached, whereby no
new themes emerged from the data collected.” No-one
declined because of lack of interest in the study. Written
informed consent was obtained from all the participants
in this study.
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Data collection
Participants were contacted for the study by phone, they
were told that the study concerned one single face-to-
face interview on the management of OMT, and that
it was research work led by the department of primary
care in the University of Brest (EA SPURBO 7479). A
GP researcher (the second author of this article: MD,
female and trained in qualitative studies) interviewed
all the participants in the study between 24 April and
25 June 2015. No relationship was established between
the researcher and the selected GPs prior to the start of
the study . The study was the researcher’s only occupa-
tion during inclusion and the analysis of the data. The
interviewer decided to work on this topic because she was
herself, as a GP, confronted with difficulties in medical
practice in managing acute pain for patients on OMT
in primary care. She noted a lack of information in the
literature, and in collaboration with the coauthors it was
decided to design this study. Individual face-to-face semi-
structured interviews were carried out with GPs, in their
workplace, according to the GP preferences and avail-
abilities, without any other participant. A semistructured
interview guide was developed based on the study objec-
tives to guide the interviewer and ensure uniformity. It
was tested on a small sample of GPs by the interviewers
before the study. The guide covered the following areas :
confirmation of consent, GP characteristics (age, gender,
number of years of practice, type of practice, experience
with OMT) and questions regarding the study objective
(table 1): experience with OMT and acute pain, speci-
ficities and difficulties in the management of these situa-
tions. GPs were also provided with the opportunity to talk
about any issue related to acute pain management among
patients on OMT that was not covered by the questions.

All the interviews were audiorecorded and the verbatim
was transcribed and checked by the first and second
authors. No fields notes were made during the interview.
In order to improve validity and credibility, all transcripts
were returned to participants for checking, none made
any comments.

The duration of the interview was between 5 and 47 min
(median=20 min) .

The participants provided their written informed
consent to participate in this study. The ethics committee
approved this consent procedure.

Patient and public involvement
No patient or public were involved in the design, or
conduct or reporting or dissemination plans of the study.

Data analysis

A thematic analysis, based on a phenomenological
interpretative approach, was conducted.” It allows the
researcher to explore the experience of participants, the
meaning they give to their experience and the under-
lying psychological mechanisms of all the interviews.” A
six-step process was used to guide the data analysis. Each
interview was transcribed in verbatim and checked by
the first and second authors, and both perused the data
twice to help them familiarise with the data. Line-by-line
manual data coding was used to code the individual tran-
scripts, with an open coding method. The open coding
was independently checked by the two members of the
research committee experienced in qualitative research
(JYLR, DLG). Duplicate codes were removed and the
different codes were sorted into potential themes. All
relevant codes extracted from the data were collated
into different themes. When a set of candidate themes
was obtained, the refinement of these themes started.
Thematic maps were constructed and implemented. The
themes were named and the final report was written. Peer
review/debriefing in the research committee were used
to enhance the thoroughness and reliability of the study
findings.*

RESULTS
Participants
Twelve GPs were interviewed (Finistére region, Brittany,
France) in 2015. The social and professional profiles of
the GPs are presented in table 2.

Following a six-step thematic analysis process, emerging
themes were classified under two main themes corre-
sponding to the specificities and the difficulties of

Table 1 Interview guide

Aim To explore how GPs manage acute pain in patients with an OMT

Ice breaking question

Questions for taking the discussion further
pain?

How many patients with an OMT do you regularly follow ?
Could you tell us about the last patient on OMT you saw who was suffering from

What are your thoughts about the pain experienced by patients on OMT?

Which difficulties do you encounter when evaluating the pain experienced by

patients on OMT?

Do you change your pain management when patients are receiving OMT?

How do you feel about this type of patient consultation?

Reopening question

Do you have anything further to add on this topic?

GP, general practitioner; OMT, opioid maintenance treatment.
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Table 2 Participants interviewed

No of patients
on OMT, already No of years’

seen or currently experience as a Type of medical Place of medical Duration of
being seen practising GP Gender practice practice interview (min)
15 9 F Solo Rural/urban 42
65 35 M Solo Urban 47
70 38 M Solo Rural 26
7 10 M Medical group Urban 11
20 26 M Medical group Urban 36
2 30 M Solo Urban 32
14 26 M Medical group Urban 22
10 36 M Medical group Urban 11
11 14 M Medical group Urban 18
5 23 M Medical group Urban 13
8 29 M Medical group Urban 5
10 1 M Medical group Urban 10

F, female; GP, general practitioner; M, male; OMT, opioid maintenance treatment.

management of acute pain among patients on OMT in
primary care: themes linked to medical skills and themes
linked to the patient-GP relationship. Subthemes within
each of these themes are described below. The themes
and subthemes are collated in figure 1.

As it was impossible to describe all the qualitative data,
only the main themes and subthemes are described.
Where the themes and subthemes that emerged were
described in detail, they were illustrated by selected
verbatim drawn from all the interviews involved. Verbatim
accounts are in italics.

Medical care and training challenges identified by GPs
treating patients on OMT with acute pain

This first theme corresponds to the specificities and diffi-
culties that GPs perceived, and that could be linked to
their professional experience, their perception of their
professional missions, their training and professional
supports as guidelines or networks. In this theme, four
subthemes were identified : the management of acute
pain in patients with an OMT was considered as not
concerning primary care, they identified a lack of training
prompts GPs to rely on peer and specialist support, lack
of guidelines and conflicting recommendations between
clinicians in different settings.

Management of these situations does not concern primary care
GPs interviewed in this study thought that the level of care
needed for these patients was above and beyond what
was regularly provided in primary care. GPs expressed
anxiety about treating patients on OMT who needed a
level of complexity of care, but often felt that they were
the patients’ only option.

The GPs found that being confronted with intense
pain was a rare situation ‘really intense, acute pain,

(...), we don't necessarily see it; people will have done
something about it. They will have called (...) they
will have called an ambulance, they will have gone to
A&E‘E5-1.158-165). The GPs reported that as they were
not particularly involved with opiate-dependent patients
they did not need to spend time in training on this
subject ‘it is more (...) for colleagues who are much
more involved, who have the time to get training in the
field of drug addiction care in particular, because the
problem for us is that we have a wide range of problems
to deal with’(E5-1.291-295).

Nevertheless they deplored the lack of time available to
manage these situations: ‘we don't have an hour ahead of
us, you see, you have to understand that an appointment
in family practice lasts 15 minutes, for which 25euros are
reimbursed by social security, that’s basically the average,
okay? So, in 15 minutes we will have everything to deal
with, so that’s what you have to keep in mind, and that’s
the problem in general practice’ (E5-1.185-192).

Finally, the GPs described the difficulty in providing
care in response to a patient’s request to be treated solely
by their GP: ‘And often the difficulty arises from the fact
that, precisely because they are causing you problems and
you feel your competence is being stretched to its limit in
caring for them, they do not want to leave you... you are
their only contact and you remain so, so you have to solve
things that are sometimes much more complex than you
would like’ (E5-1.598-607).

Lack of training prompts GPs to rely on peer and specialist support
GPs interviewed in this study thought that their training
was limited and that the lack of time also made the
management of these cases complex. They relied on peers
and/ or on specialists for difficult therapeutic situations.
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Patient with an OMT presenting
acute pain in primary care

‘\—%

Specificities and difficulties

Linked to patient - doctor relationship

_‘ Management of these situations not concerning primary care

|| Lack of training prompts GPs to rely on peer and specialist

suppart

Lack of guidelines

Anindividualized patient centered
— approach

Relationship based on trust

Difficulties to evaluate and treat pain |

4| Difficulties of care adherence |

Fear of patients destabilization ‘

L_| Conflicting recommendations between clinicians in different settings

| Fear of misuse or diversion |

Figure 1 Specificities and difficulties for management of acute pain among patients under OMT in primary care—thematic
analyses.GP, general practitioner; OMT, opioid maintenance treatment.

Many of the GPs reported lack of time for training. Some
GPs identified inadequate training on the subject ‘I think
we lack training on this subject’ (E5-1.275-278) and they
described the desire for specific training to develop their
knowledge about OMT and pain management. ‘Iwould be
ready to learn more on this topic’ (E2-1.784). On the other
hand, other respondents were at ease with pain manage-
ment for patients on OMT: ‘I'm not a pain specialist at all,
but it’s not a problem for me.’ (E1-1.546-547).

Many GPs spoke of the need to call on colleagues in
difficult therapeutic situations. They first mentioned their
colleagues in the same general practice: ‘the fractionation
of buprenorphine dosage which I had already had to deal
with, but then I found, after discussing it with colleagues,
that they would have done the same’ (E5-1.482-483). They
also mentioned the use of addiction networks: ‘the centre
for drugs, of course, for the whole aspect of toxic side-
effectives and drug treatment’ pain centres ‘the’ Cavale
Blanche’ pain centres, and the maritime hospital, are

quite able to help us with this issue’ (E7-1.482-483) and
hospitalisation ‘if the pain is so severe that she cannot
sleep, well I hospitalise her’ (E6-1.292)

Lack of guidelines
GPs interviewed in this study reported a lack of clear
guidelines for the management of these complex situa-
tions in primary care, and they resorted empiricism from
their personal experience of OMT management.
Guidelines for OMT management differ significantly,
according to GPs. Some envisage pain management using
WHO levels (WHO, 1997) ‘I comply with the dosage
(...) whatever the medication: doliprane (...) codeine,
tramadol and, and opiates’ (E2-1.92-94). Most of the GPs
reported having no reference recommendations. They
reported a lack of consensual data on this subject: “There
is a lack of consensual attitudes concerning acute pain
management for patients on OMT’ (E5-1. 713-722).
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With regard to prescribing analgesics, a wide variety
of practices were described by the physicians: Non-
opioid painkiller analgesics (paracetamol) were the
most frequently cited. Weak opioids combined with
OMT were widely used by some doctors, and not at all by
others: ‘I felt that pharmacologically it could not work,
that we would not have a satisfactory result, because of
the competition from substitution treatments, so with the
receptors being saturated, it did not seem appropriate to
me’ (E5-1.417-425). Strong opioid painkillers were also
described in various ways: Many of the GPs interviewed
avoided this prescription. In contrast, there were others
who used morphine in combination with OMT, while,
one reported using lower doses. Others still preferred to
stop BHD before prescribing morphine. As mentioned
above, the GPs also prescribed multimodal analgesia,
with extensive use of anti-inflammatory drugs, and some-
times antidepressants, for neuropathic pain.

Regardless of their prescriptions, the GPs stressed the
importance of using a second category of medication for
analgesic treatment. The reasons given were:

Clarification of the indications: ‘I prefer to prescribe
analgesics, ultimately, I prefer to dissociate the use of
analgesics for analgesic purposes from a specific analgesic
used for withdrawal, (...)buprenorphine retains its status
as a substitution treatment’. (E9-1. 95-105)’

Clarification of the provisional aspect of this prescrip-
tion: ‘the fact thata (...) second molecule (...) has been
prescribed indicates the provisional nature of the treat-
ment’. (E2-1.107-109)

Some physicians described prescribing OMT dosages
staggered during the day, with or without an increase in
daily dosage. Others associated a non-opioid painkiller or
a weak opioid analgesic with OMT: ‘When you have to
give them morphine, to be sure that methadone is effec-
tive I divide it in 2, and then I add either tramadol, or
Acupan, or another level 2 medication, avoiding level 3
analgesics’ (E3-1.145-150).

Finally, opinions were spread through the day in rela-
tion to the effectiveness of codeine. Some physicians
described variable patient feedback. Others said they had
noted the efficacy of codeine: ‘So it’s true that, pharma-
cologically, it shouldn't work, except that it can actually
work’ (E1-1.47-48). In addition, they did not observe with-
drawal syndrome when combining codeine and buprenor-
phine: ‘In my daily professional life, I have never seen
codeine-Subutex withdrawal, never, ever...” (E1-1.757-759).

However, many GPs mentioned their reluctance to
spread OMT intake for analgesic purposes. They reported
difficulties in arguing for the splitting of the OMT in case
of acute pain. Indeed, in their opinion this advice is not
compatible with their usual efforts which are centred on
maintaining once daily doses of OMT, as recommended.:
‘That’s what is so complicated, explaining to them
(patients) that all the medication must be taken in one
dose...”(E11.275-276).

They resorted to empiricism. Many mentioned that
pain management in patients on OMT was founded on

their personal experience of treatment management ‘I've
developed my own methods, I've done things this way,
that’s how it works’ (E2-1.785-786) and for communica-
tion management ‘now I know a lot about it, I know how
to talk to them’ (E1-1.157-158).

Conflicting recommendations between clinicians in different
settings

GPs interviewed in this study reported a lack of multidisci-
plinary network, a lack of availability of the network, and
conflicts around management of these situations.

The GPs reported on pain management that was not
tailored to the patients during their hospitalisation. This
concerned pharmacological treatment and meant that
GPs needed to change the treatment after the patient had
been discharged: ‘The pain management had not been
satisfactory (...) in the hospital for example (...) so we
had to review the whole scheme’(E5-1.260-273). Making
medication changes is hard for GPs because of the sanc-
tity of hospital doctors' prescriptions vs GPs’ prescrip-
tions. Moreover, ‘f something has been said to a patient
in hospital and the family physician starts to contradict
what the hospital has said, it makes management diffi-
cult.” (E5-1.340-343).

Relationships with pharmacists were also defined as
difficult, with conflicting information between GPs and
pharmacists, ‘Comments are inconsistent, and ultimately
run counter to good care’.(E5-1.542-545). However, they
stressed the importance of a professional network and
reported informal and evolving networks.

The limits of networking were availability of the network,
and the negative perceptions that some professionals
might hold of opioid-dependent patients: ‘Clichés (...)
‘the addict is manipulative, (...) he is addicted for the
rest of his life’, (...) You can't trust him’ (E5-1. 687-691).

Specificities and difficulties linked to the patient-GP
relationship

This second theme corresponds to the specificities and
difficulties that GPs perceived, and that could be linked
to the relationships and more particularly the patient
and GP relationship. Six subthemes were identified : first
the GPs described an individualised centred approach
of patients, they also identified that relationship with
patients was based on trust, but they also underlined
difficulties to evaluate and treat pain, with difficulties for
patients with an OMT in care adherence, with a fear of
patients destabilisation and a fear of opioid misuse or
diversion.

An individualised patient-centred approach
GPs interviewed in this study underlined that the manage-
ment of pain for patients on OMT were integrated in
a global management of patients, in a patient-centred
approach.

This idea was in line with that of the overall manage-
ment of the patient in general medicine: ‘The patient
who comes to me I take as a whole person, not just as a
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drug addict, but as a patient, and so a patient on substitu-
tion treatment can also have toothache, (...) or chronic
bronchitis,)...(or hypertension...(E5-1.232-243). They
described a global relationship between patient and
GP ‘it is better to know the person, his family, (...) to
discuss the weather and things of life ... simply ...(...)’
(E7-1.359-368)

The GPs reported certain specificities of the population
on OMT, they agreed that this is quite a young patient
population: ‘They are often patients who are still quite
young’ (E6-1.57). They also mentioned patients with
complex psychological profiles: ‘a particular psycholog-
ical profile’(E8-1.72). For pain evaluation, the specifici-
ties of patients on OMT were taken in account : 1. The
reduced pain threshold: ‘as they have a slightly lower
threshold (...) it could possibly be misleading (...) for
pain rated higher than 5 (scores range from 0 to 10)’(E1-
1.670-673); 2. The self-regulation of OMT by patients
limits scope for pain evaluation; 3. The context of psycho-
logical suffering: ‘Often there is a psychological compo-
nent (...) anxiety, stress, (...) between psychological pain
and nociceptive pain (...) the boundary between the
two is not always easy to determine’ (E12-1.84-91). One
GP also mentioned patients having identified different
perceptions of their own body compared with the general
population: ‘They have notions about their own body as
not being the same as other people’s’ (E6-1.99-100).

They mentioned the health and lifestyle advice they
provided to reduce pain when they saw patients. They
also described the importance of supportive psycho-
therapy: ‘I am one of the old-time GPs who think, yes, that
conversation has therapeutic value’.(E2-1.762-763) They
mentioned the need for patient reassurance, which they
believed depended on providing information.

A relationship based on trust

GPs interviewed in this study reported that their relation-
ship with patients was based on trust, they were confi-
dent with patients known to the practice and they trusted
patients abilities for drugs management.

Most physicians described a relationship of trust with
patients: ‘It is a relationship of trust that is established
over time‘(E7-1.358-359). The GPs were more confident
with patients known to the practice: ‘someone who is
followed, with whom there is trust, it goes smoothly, it’s
not too stressful’ (E12-1.187-189). They then described
trusting patients who complain of pain: ‘If they tell me
they have pain, I believe them’(E4-1.151). In return, the
patient trusts the GP and particularly values the doctor’s
non-judgemental approach: ‘As things stand, we are quite
open about what we say, I always ask them what they have,
if they have taken anything, what they do not have, and
so they talk, they tell me’(E2-1.573-575). One GP even
mentioned a strengthening of the relationship through
the management of the patient’s pain: If we can have
subjects for discussion other than the simple exchange
from addict to GP, then so much the better. It helps to
have some knowledge of the person, of his family, to treat

him for other medical conditions, to discuss the weather
and other aspects of life’. (E7-1.359-368)

The interviewees reported a good understanding of
pharmacology by patients and trust in their abilities to
manage drugs: ‘They know, they can generally manage
pharmacology, many of them at least know which
drug to use and how to use it, in the normal way, that
is’ (E£7-182-193).

Fear of destabilising patients

GPs interviewed in this study feared that pain and the
management of pain could destabilise patients and their
background treatment, and in the management, GPs
integrated patients specific attitudes to drugs.

Some GPs feared destabilising the background treat-
ment: ‘I think my fear would be that they would say after-
wards, ‘I still have pain, I have a lot of pain’, knowing that
if we don't treat the cause of the pain, and if the cause is
not resolved, I am afraid that we will then go from 8 mg
to 12-16 mg for weeks’ (E1-1.299-303). They also reported
patients' reluctance to split medication doses. They fear
that they might not be able to reduce the intake frequency
of OMT back to once a day after the pain has subsided:
‘She says ‘I could never have split my Subutex’ because
she would have felt that, by splitting her daily dose, she
might become reliant again on something she had been
fighting to be free of for along time.” (E1-1.356-357). As a
result, these GPs felt that fractionation of OMT for pain
management could only be applied to stabilised patients.
‘I felt that she was ready to hear that she could divide the
daily dose in case of pain’(E1-1.360-361).

The physicians interviewed agreed that these patients
had a specific attitude towards drugs: ‘They also have a
somewhat specific attitude towards drugs’(E6-1.119-120).
Thus, one GP stated that the prescribed drugs were
considered as a highly addictive risk by some patients:
‘The drugs they are prescribed are often ultimately expe-
rienced as even more addictive, more addictive than
their own substance of choice’(E5-1.553-554). They had
a strong awareness of tolerance to painkillers: ‘Yes, but
I am addicted to drugs, I don't like taking medications
anymore’ (E1-1.716-717). In this context, they described
frequent refusals of paracetamol.

Difficulties in evaluating and treating pain

GPs interviewed in this study stressed the importance of
pain evaluation, and difficulties to assess the effectiveness
of the pain management. But opinions on perception of
pain in patients with OMT were divided.

Opinions about pain were divided. Thus, some GPs
did not observe any specificity in pain: ‘I do not get the
impression that they were suffering more pain than other
patients’ (E8-1.29-30). Other GPs referred to their knowl-
edge of acquired hyperalgesia, and described having
observed this lowering of the pain perception threshold:
‘They feel increased pain’(E1-1.671). On the other hand,
the GPs mentioned a more important psychological aspect
of pain: ‘In terms of pain, we are just as concerned about
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understanding emotional pain, the mental component
of physical pain.(E12-1.84-91). Others, on the contrary,
mentioned a better tolerance of pain: That’s what it says,
that they could be hypersensitive to pain compared with
a standard population, I admit that I haven't particularly
experienced that, I have even seen some who were quite
resistant to pain (E5-1.247-251).

The GPs stressed the importance of pain evaluation,
some used the visual analogue scale systematically, but
most stated that they used no systematic scales. They said
that they used a global clinical evaluation and the func-
tional consequences of the evaluation. Their evaluation
was also based on the patient’s description: ‘if the patient
told me he was in pain, I thought, that’s it, he’s in pain,
if he’s in a lot of pain, he’s in a lot of pain’(E4-1.151).
The GPs stressed the need to look for the aetiology of
the pain, which guides the choice of treatment ‘you need
to know what the cause is if you can, (...) which will also
guide the choice of analgesic’ (E6-1.393-396). Most of the
GPs interviewed described the effectiveness of their pain
management as good: ‘Well, they are in less pain. They
are better, so they are happy(E8-1.180-182). Some physi-
cians evaluated the effectiveness of pain management
using a pain scale, and they re-evaluated it after treat-
ment. However, many of them described an evaluation
based on the absence of repeated requests for painkillers:
‘I don't get much feedback but, if I don't see them again,
I assume that is because they are fine’ (E1-1.566-567).

They described difficulties in assessing the effectiveness
of their management because of the lack of feedback
from patients ‘I rarely get feedback’ (E1-1.617) and there
is not enough time to see them again in consultation
before too long’. “We would have to be able to see the
patient again the next day, the day after, and in current
practice, that’s almost impossible in town or city practices,
they don't come back, or they move on’ (E5-1.145-151).

Difficulties for care adherence

GPsinterviewed in this study identified delays that patients
with OMT experienced in their somatic management,
when they suffered from medical disorders, they took
a long time to seek medical help. They also underlined
difficulties in compliance and due to medical nomadism.

The physicians interviewed agreed about the delays that
patients were experiencing in their somatic management.
They identified delays for acute pathologies: ‘He broke
his metatarsus, but he only came 4 days later because he
was in pain’(E12-1.24-25), for dental care: ‘They had to
go to the dentist for 6 months’(E2-1.133-134) and for
check-ups requested by their family physician: ‘We make
them have check-ups, most of the time they do not go for
them’ (E8-1.80).

The GPs interviewed spoke of patients who felt the
treatment they received was holding them back: ‘Patients
with OMT follow-up in specialised care constantly talk,
among themselves, about how they are being kept drug-
dependent’ (E5-1.585-586). One GP mentioned that some
patients adhered somewhat better to treatment than the

general population. However, most of the GPs interviewed
mentioned that it was difficult to obtain compliance: ‘I
try, of course, to ensure that they take their buprenor-
phine once a day in the morning and not as they need it,
which is complicated’ (E6-1.112-113).

They also mentioned a difficulty in maintaining a link
with these patients because of cancelled appointments
and medical nomadism.

Fear of misuse and diversion

GPs interviewed in this study reported fear of misuse or
diversion of OMT, but they mentioned mistrust towards
patients unknown to them. Self-medication was cited by
GPs either as a reflect of misuse and uncontrolled intake
of drugs, or as a consistent self-medication on patients
stabilised with their OMT.

Regarding pain evaluation, the GPs reported the risk of
prescribing to patients who are only looking for the ‘high’
effect of opiates: ‘Itis hard to make the distinction between
what is real pain and what is simply a demand for.... for
a product’ (E12-1.111-116). Many GPs mentioned their
mistrust of certain patients. They explained it as the fear
of being manipulated in the context of trafficking or in
misuse of OMT or analgesics. They also mentioned their
mistrust towards patients unknown to them., The GPs
being interviewed deplored the role of the doctor, which
sometimes boiled down to merely prescribing: ‘They see
us as suppliers in some ways’(E8-1.82). They mentioned
links between consumers in the context of trafficking
or misuse of OMT: ‘They gave their capsules to every-
one’(E1-1.231). The physicians described difficulties
arising from the misuse of several analgesic active ingre-
dients, such as nefopam, tramadol and morphine.

The physicians interviewed described requests for
immediate pain relief from patients: “These patients are
often still at the...the impetuous stage of expecting rapid
results’ (E6-1.430-431). In this context, they observed
excessive consumption and the search for repeated and
symptomatic medication in relation to opioid painkillers:
‘t is precisely (...) the addictive attitude that I am trying
to remove with regard to medication, and that is the main
difficulty’ (E6-1.540-547).

Opinions were divided on the frequency of self-
medication. One GP noted an uncontrolled and indis-
criminate use of products by some patients. Another
mentioned a modified intake of analgesics adopted by
stabilised patients: ‘Those who are really well stabilised or
who take small or regular doses and who are consistent
(...) take analgesics more easily ‘(E9-1.142-144). They
observed self-medication with OMT: ‘Those who overuse
for analgesic purposes tend not to take it, or to take it in
2 doses, morning and evening, or in case of pain thatis a
little more acute, they split the medication, also for anal-
gesic purposes’(E9-1.163-168).

They mentioned guilt expressed by patients on this
subject : ‘I don't know if they feel guilty (...)But (...) they
justify their increase in buprenorphine and they apolo-
gise for taking it (...) or try to clear themselves of the
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pain by taking buprenorphine, that’s it, and they don't
necessarily think about taking anything else, other than
buprenorphine’ (E9-1.133-140).

They went on to mention the need for a clearer frame-
work for prescribing: ‘Some patients had a rather unusual
attitude towards drugs so, for these people, prescribing
needs to be extremely precise’ (E6-1.122-125).

DISCUSSION

In this study, GPs identified specific difficulties and limits
in the management of acute pain among patients on
OMT in primary care. Medical care and training chal-
lenges identified by GPs treating patients on OMT with
acute pain or linked to the patient—GP relationship were
identified.

Place of management of acute pain among patients under
OMT in primary care
Pain is a frequent intercurrent event, destabilising the
theoretical observance of OMT." * OMT management
theoretically requires skills that corresponds to that at
the heart of family practice.” The management of pain
among opiate-dependent patients on OMT corresponds
to the theoretical central skills of general practice. GPs
need to be involved in patient follow-up, to improve access
to OMT, in patient-centred programme, as underlined by
European consensus.”® Two-thirds of OMT are prescribed
by GPs in France,” and in a population of patients on
OMT in primary care, over 25% have associated somatic
disorders.” But in the present study, the GPs reported
that it was a rare situation, and that this situation did not
correspond to their professional skills. They reported the
lack of training, and the lack of time in their daily practice
and the need to address patients with an OMT and acute
pain to specialised facilities. These findings correspond to
the deficiencies identified in the literature, where very few
articles have dealt with the management of pain among
patients on OMT, where the majority are only concerned
with MTD.” But France is an exception in allowin
buprenorphine to be prescribed by any practitioner,
and therefore GPs have to face the management of long-
term buprenorphine treatment, including management
of pain among patients on buprenorphine.* " These find-
ings could also be set against the specific place of OMT
management, independently from the acute pain event.
OMT are considered as a type of treatment unlike other
treatments by a large majority of patients and also by
physicians and pharmacists.”’ A minority of early-career
family physicians report having received adequate prepa-
ration to provide buprenorphine treatment during their
residency.! However, a recent study showed that currently
primary care providers seemed less engaged in BHD initi-
ation among OUD patients, while pharmacists have not
modified their involvement towards patients under BHD
treatment.”

Nevertheless, in our study, the GPs were aware of the
problem of acute pain among opioid-dependent patients

and were concerned about the specificities in this patient
population. They also underlined that patients on OMT
presented difficulties in accessing care for acute and
painful disorders (dental, traumatic, etc). Indeed the
proportion of patients on OMT not asking for help when
faced with pain is high: compared with 28% in the general
population, when experiencing pain, 40% of patients on
OMT did not ask for help.” In this sample, the GPs iden-
tified patients who had a specific perception of their own
bodies; they identified the care required for patients on
OMT, for patients with hyperalgesia and also for those
patients who had greater tolerance of painful symptoms.

The GPs in our study reported a global individualised
patient-centred approach to acute pain among patients
on OMT, they described a global evaluation of patients’
pain, and an individualised approach integrating age,
the psychopathological profile and also sensitivity to
pain and patient perceptions of their bodies. The GPs
used a global clinical evaluation including the functional
consequences of pain. Their evaluation was also based on
patients’ descriptions of the types of pain experienced
and it distinguished between the psychological and noci-
ceptive components of pain. This is in line with the litera-
ture, reporting that 94% of primary care physicians relied
mainly on questioning patients to evaluate pain.*’

The GPs underlined difficulties in evaluating and
treating pain for patients on OMT, and difficulties in reas-
sessing pain and pain treatment strategies. They were also
concerned because they apprehended the risk of patient
destabilisation, and the fear felt by patients regarding this
destabilisation. These risks are real, as the risk of pain
being undertreated is significantly high among opioid-
dependent patients*’ and acute pain that is not suffi-
ciently relieved exposes the patient to a 2.3 times higher
risk of premature discontinuation of treatment.**

Moreover, what appeared clearly as a subtheme was
that the doctor-patient relationship was based on trust.
GPs reported a relationship based on trust with patients
whom they knew, and they even described trust in patient
know-how regarding the management of drugs. One GP
even mentioned developing a closer relationship with the
patient through management of the patient’s pain, with
an evaluation centred on the patient, including variables
not directly linked to opioid dependence.

This reported trust differs from the findings by Quinlan
and Cox,”* where mistrust was high among professionals
faced with patients on OMT and hospitalised. Mistrust
on the part of doctors, linked to fear of misuse or diver-
sion, was also cited in our study, and concerned more
particularly situations where the patients were not known
to the practitioner. Mistrust of certain patients and a fear
of being manipulated in the trafficking or misuse of
OMT or analgesics were described. These fears and nega-
tive representations probably hinder medical reasoning
and reduce the effectiveness of management.”” * ** But,
despite drug regulations, GPs did not mention the fear
of inspections or regulatory measures. Fear of misuse or
diversion was associated by GPs with some painkillers,

Guillou Landreat M, et al. BMJ Open 2021;11:044433. doi:10.1136/bmjopen-2020-044433 9



or with patient networks and with patients they did not
know.

Lack of guidelines on pharmacotherapy for treating acute

pain among patients with OMT

The feeling of a lack of references or guidelines, or the
lack of knowledge as to what does exist, was a major
subtheme in this study. The GPs stated that decisions
about prescribing were based on empiricism rather
than protocols, which probably induces interpersonal
variability in pain management, as reported in a study
conducted in an A&E department.”

Little consensus exists in the literature about the
management of acute pain among opiate-dependent
patients on OMT,*® ** and certainly none specifically
in general practice. Most of these recommendations
agree on avoiding the prescription of weak opioid analge-
sics and on the interest in using non-narcotic medication
in first resort (non-steroid anti-inflammatory drugs, anti-
depressants, anxiolytics...), as well as on the necessity of
psychosocial support.®*® In our study, the GPs remarked
on the psychological component of pain in patients under
OMT and the need for psychological support.

Regarding pharmacotherapy, weak opioids, defined by
GPs as level 2 painkillers (WHO) were widely prescribed
by the sample, in particular paracetamol+codeine. This
prescription may seem surprising from GPs skilled in
prescribing OMT as defined in this study. The combi-
nation of level 2 painkillers (WHO) with MTD is not
recommended either, because it is not effective.® 47
For those on BHD, there is limited evidence to support
the safety of adding an opioid agonist while continuing
BHD.” * However, as reported by GPs in our study,
patients prescribed BHD often continue to receive
prescriptions for other opioid medications. An analysis
of patients initiating BHD across 11 states in the USA
(n=38096) found that 43.2% of patients received at least
one dispensation of another opioid medication during
the treatment episode.50 In family practice, 50% of GPs
reported using a level 2 analgesic prescription combined
with OMT,”" and in emergency department 19% of physi-
cians reported prescribing level 2 analgesics combined
with OMT,* which is comparable with another study.*
A 2-year follow-up of 1182 patients on OMT also found
that the most widely prescribed analgesic, after non-
steroid anti-inflammatory drugs, was a combination of
paracetamol+codeine, representing 9% of the analgesics
prescribed.”

Among the weak opioids, tramadol was cited in our
study. It has a specific pharmacological profile, involving
both opioid-receptor and serotonergic action that
provides a theoretical mechanism for effective analgesic
effect when used concomitantly with BHD.* Donovan et
al”® showed in a national survey that 6.4% of all patients
using BHD/NX had at least one overlapping prescription
for tramadol during the study. But it was not specifically
cited for its efficacy in our study, on the contrary, it was

identified as an opioid potentially at risk for misuse or
trafficking.

Regarding the ASAM practice guidelines, when OMT
is prescribed, for the management of pain OMT dosage
should be maintained or increased on a temporary basis
and administered in a staggered schedule rather than in a
single daily dose.”” In case of severe pain, recommended
pharmacological strategies differ between MTD and BHD
or BHD/NX.24 2753 11y our study, the GPs did not differ
in attitudes between MTD and BHD and BHD was more
often cited as a concern than MTD, which is consistent
with the French prescribing model for OMT and BHD.**
Regarding the recommended staggered schedule, GPs
did not seem at ease with this strategy, and feared patient
destabilisation. They reported fear of destabilisation and
of poor compliance with treatment, so that they preferred
to add another analgesic rather than increasing and
dividing OMT dosage during the day. This is in line with
previous work, where 41% of the GPs questioned were
familiar with the possibility of using OMT for its anal-
gesic effect, but only 43% of them actually used it for
analgesic purposes. The reason given by physicians for
not prescribing was fear of uncontrolled return to OMT
consumption.40

The GPs interviewed here had a global approach to
the management of their patients, whom they were
monitoring both for addictive disorders and for medical
follow-up. In terms of addictive disorders, they described
how they countered the tendency of many patients to
split OMT intake. They felt that asking the patient to split
his or her treatment for the alleviation of pain was incon-
sistent with their previous discussions. They preferred to
prescribe a second active ingredient to clarify the tempo-
rary aspect and indications of this treatment.

They also integrated the patient point of view, and
described reluctance on the part of the patients, some
patients were not (or did not feel) sufficiently stabilised
to have the ability to split the MSO without slipping into
uncontrolled consumption. However, the GPs cited the
fact that some patients used OMT for analgesic purposes
on their own initiative, but it was considered as a misuse,
and was associated with guilty feelings on the part of
patients. One study showed that 61% of the patients on
OMT were aware of the staggered schedule of OMT for
analgesic purposes, a majority (68%) considered it effec-
tive and 58% of them used it regularly.*’

While it is stated that existing pain management proto-
cols are not widely applied,' *” the factors limiting appli-
cation were not well known, and this applied particularly
in general practice. In our study, the prescription of weak
opioid painkillers reflected a certain empiricism in a situ-
ation identified as quite rare, complex to evaluate and
lacking a reference recommendations. Despite pharma-
cological interactions and risks, physicians interviewed in
this study reported their feelings on the analgesic efficacy
of codeine in combination with buprenorphine and/or
methadone. However, among patients on OMT, opioid
analgesic treatment exposes patients to an increased risk
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of side effects, misuse, problems of tolerance and depen-
dence.!! 25 In all events, the guidelines have shown
many limits regarding opioids prescriptions more widely.
As an example, in the USA, despite a major opioid crisis,
most clinicians do not follow best practices for opioid
prescribing, despite national guidelines and educa-
tional programmes.” °® One hypothesis is that the guide-
lines most of the time focus on changes in individual
prescribing habits.

Lack of care coordination and networking support for
clinicians treating acute pain in patients with OMT

The development of a multidisciplinary network,
perceived as a need by the GPs in this study, could be
an interesting back-up for acute pain management
among patients on OMT. GPs in this study described
relationship difficulties as a limiting factor in profes-
sional networks, between GPs and pharmacists, and also
hospitals, for different reasons: lack of communication
and patient information regarding pain management,
and also negative views and stigmatisation of patients on
OMT by professional networks. Good communication
with primary care clinicians, dispensing pharmacists,
and addiction treatment facilities is essential to ensure
that patients re-engage with supporting services and
maintain their pre-hospital management.** In addition,
more globally, regarding opioid prescription, Quinlan et
al’” noted the role of primary care prescribers in opioid
prescriptions: they are, compared with those in hospitals,
in a better position to recognise patients at higher risk of
developing problem opioid use, when there are existing
mental health issues or substance misuse.

The GPs did not mention nurses in their potential
networks. The French model of OMT issue and buprenor-
phine prescription is centred on medical prescription
and management in collaboration with pharmacists.”
The nurse care manager model developed in office-
based buprenorphine treatment for opioid use disorders
in the USA has shown its efficacy in risk management
and monitoring of OMT prescribing.”® * Nurse care
managers can use a stepped-care approach, combining
cognitive behavioural therapy methods with medication
and improvement of pain-related disability, in collabora-
tion with GPs. The development of primary care multi-
professional centres in France, including nurses, could
probably help to improve the management of acute pain
among patients on OMT.

Strengths and limitations

In the literature, there are very few articles on this topic.
The qualitative method helped us to obtain in-depth
answers about the management of acute pain among
patients on OMT. The GPs interviewed described their
clinical practice along with patient narratives, and some-
times recounted failure to manage pain among patients
on OMT. This openness during the interviews confirmed
that the atmosphere created by the interviewers was

appropriate. The data was based on real life experiences
and not on general opinions.

This study has several limitations. First, we selected
a purposive sample using a snowball method. The first
three GPs were identified by the research committee
and the nine other GPs were selected using a snow ball
method. The sample comprised GPs with experience in
OMT prescription, either MTD or BHD, but none of the
physicians interviewed was a prescriber of High Dosage
Buprenorphine- Naloxone (BHD-NX). We realise that
our study involved only a small selected number of GPs,
who were experienced in OMT prescription, and who
came from the same region in France. The sample of GPs
interviewed consisted of a majority of males in urban prac-
tices. A majority had a long practice of medicine (8 GPs
interviewed had more than 20 years’ experience). Young
physicians, women, and GPs in rural practices were lacking
in this sample. This limits transferability. But despite the
fact that in France since 1996, the regulatory prescribing
framework has been extended to include any physician,
the population of physicians implicated in OMT manage-
ment is specific. In a previous study we showed that only
42% of independent GPs prescribed buprenorphine as a
first-line prescription, and 40% of GPs were not following
up any patient on buprenorphine.* Another limitation is
that some GPs answered too briefly, 5 interviews lasted less
than 20 min. This could be explained by the specificities
of primary care consultations: a study in 2019 in France
showed that GPs reported a median duration of consul-
tation of 18 min, and 40% reported less than 15 min, and
men declared shorter durations than women.”

Participants did not review or provide feedback on the
findings. Theoretical saturation was obtained at the eighth
interview. The interview guide was short, and focused on
the specific research question. The guide was not modi-
fied during the study, and even if an interview was short,
the content was found informative by the researchers in
relation to the research question. The rarity and speci-
ficity of the situation explored may have contributed to
this early saturation. Finally, the data was collected in
2015, which is also a limitation. But no changes in policy
or recommended practice in OMT have appeared since
the data was collected, and our results are informative in
the setting of the paucity of existing data in literature.

CONCLUSION

The complexity of acute pain and opioid dependence
represents significant challenges for clinicians and
patients, both regarding medical skills and regarding
the patient-GP relationship. In primary care, it is hard
to achieve a balance between pain relief and OUD treat-
ment, in a global patient-centred approach. Fear of
misuse or diversion by the patient was not a major issue,
except for patient not known to the practitioner, but GPs
were concerned with the risks of patient destabilisation in
acute pain situations. A perceived lack of medical training
on the subject, and a lack of guidance for these situations
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were highlighted in the study. To limit inconsistencies in
information given to patients by the various stakeholders,
training should be provided targeting a multidisciplinary
population (private or hospital doctors, family physicians,
specialists, pharmacists, nurses, etc), forming a multidis-
ciplinary network which seems important to improve
patient care. The willingness to work in a network was
unanimous among the GPs interviewed. This mode
of functioning makes it possible to obtain advice and a
procedure to be followed rapidly, when the family physi-
cian is faced with a difficult situation. Initially, it could be
necessary to organise targeted training for the most expe-
rienced OMT prescribers. These GPs, who are often the
main supporters of informal networks in liberal medicine,
could thus facilitate the dissemination of this training.
Existing protocols do not seem to be in line with general
practice. However, obtaining clear recommendations for
care will be increasingly important in the future. Indeed,
the number of patients on OMT has increased since it was
first marketed, and these patients experience more pain
than the general population. GPs will increasingly have to
deal with these situations and will have to develop their
own guidelines. It will, therefore, be valuable to evaluate
the prescribing practices of family physicians and their
effectiveness on pain, as well as the sustainability of substi-
tution, using quantitative methods.
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