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Abstract: Pharmacists across the healthcare continuum are well positioned to collaborate
with patients to effectively manage their chronic pain. Evidence supports positive outcomes
when pharmacists undertake these roles; however, there are barriers preventing uptake across
the profession. This paper aims to expand awareness of the breadth of these roles, including
pharmaceutical care provision, interprofessional collaboration, pain and medication educa-
tion, support for patients in self-management and acceptance of responsibility to be culturally
responsive and decrease stigma. Pharmacists are accessible healthcare professionals and can
improve the care of patients with chronic pain.
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Introduction

Chronic pain is a significant health condition affecting one in five people
globally." It is associated with a complex interplay of physical, emotional,
mental and spiritual challenges that influence each other and result in poor
function, reduced quality of life and stigma.>® Adverse childhood experiences
and traumatic events can worsen patients’ pain experiences and morbidity.*
Pharmacotherapy is only one modality for pain management; physical, psycho-
logical, spiritual, and other treatment approaches also have important roles.
Pharmacists and other members of the interprofessional team (eg, physicians,
nurses, occupational therapists, physical therapists, psychologists, others) must
collaborate to achieve positive patient outcomes.””’ Pharmacists are accessible
members of the team who partner with patients to optimize safe use of medica-
tions for chronic pain and comorbidities. They are also well positioned to
support pain self-management and pain education, collaborate with other health
and wellness care providers, and reduce stigma experienced by the patient. With
a patient-centered, trauma-informed approach to care, pharmacists can improve
patient experiences and outcomes.® This paper aims to expand on the evidence
for pharmacist’s roles in managing chronic pain described in the literature,
drawing on our collective experience caring for patients with chronic pain
within specialty ambulatory clinics, inpatient hospital and rehabilitation settings,
and community pharmacies across Canada. This is not a formal knowledge
synthesis paper. Patient vignettes drawn from our clinical experiences are
included to illustrate opportunities for pharmacists’ roles in the care of patients
with chronic pain.

Integrated Pharmacy Research and Practice 2021:10 33—4| 33
© 2021 Murphy et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.

T php and incorporate the Creative Commons Attribution — Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the
work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).


http://orcid.org/0000-0002-3274-7630
mailto:beth.sproule@camh.ca
http://www.dovepress.com/permissions.php
https://www.dovepress.com

Murphy et al

Dove

Evidence for the Role of the
Pharmacist in the Management of

Chronic Pain

To contribute to the narrative on the topic of the role of the
pharmacist in the management of chronic pain, a scan of
the literature was conducted using the keywords “pharma-
cist” and “chronic pain”. Our approach was to first high-
light the most robust evidence available; a systematic
review and meta-analyses published in 2021.° Thapa
et al included studies in their review if they involved
pharmacist-delivered intervention either alone or within
a multidisciplinary team (medication review, pharmaceu-
tical care, patient education or counselling) to patients
with chronic noncancer pain, excluding review articles
and conference poster abstracts. Fourteen studies were
included in the review, with a total of 2365 participants
from six randomized controlled trials (RCT), and nine
observational studies. Medication review was the most
common intervention provided by the pharmacist.
Pharmacist-led interventions reduced pain intensity for
patients with chronic pain (outcome reported in five
RCTs), and these were more effective if they occurred
over at least 3 months. Interventions had minimal effect
on physical functioning (outcome reported in five RCTs).
Pooled results from observational studies for these out-
comes had mixed effects. Pharmacists conducted opioid
stewardship in three observational studies resulting in
effective dose reduction. Only one study examined costs,
and determined that pharmacist intervention (costs of
training, intervention delivery and follow-up, medication,
and primary and secondary care activities) was more
expensive than treatment as usual.

In addition to this meta-analysis, our scan of the litera-
ture identified other descriptive papers of interest to this
topic. Dole et al described a pharmacist-led chronic pain
and opioid management clinic in 2007 where pharmacists
had delegated prescribing authority to act independently.
Data from 1 year pointed to improved pain outcomes and
to the healthcare 10

Wiedemer et al described a pharmacist’s role within the

significant cost-savings system.
team primarily focused on opioid therapy management,
and reported improved adherence to guidelines and reduc-
tion in aberrant behaviours over a two 2 year period."!
Other papers described pharmacist-led opioid or non-
steroidal anti-inflammatory drug (NSAID) specific risk
assessment services and screening initiatives for patients

with chronic pain in community pharmacies and primary

care practices leading to positive impacts when pharma-
cists undertook this role in care.'*"*

Despite a breadth of pharmacist-led practices for
chronic pain and related positive outcomes in the litera-
ture, uptake of these roles across the profession has been
limited. Studies have highlighted that this may be due to
a lack of clarity around the responsibilities of the pharma-
cist and their perceived scope of practice and a need for
institutional support (time, staffing, training) in some prac-

tice settings.'>'®

Role in Medication Management
Chronic pain is often accompanied by comorbidities
related to mood and sleep, substance use and use disor-
ders, and other chronic conditions. If insufficiently mana-
ged, these comorbidities can have a significant impact on
the pain experience. They can also result in complex
medication regimens that can increase risks of drug inter-
actions and side effects.

Pharmaceutical Care

e Mr. S is 78 years old, he has a 20-year history of
chronic mechanical low back pain with neuropathic
features, sleep disturbances, and anxiety. He also has
mild cognitive impairment, benign prostatic hyper-
trophy, and renal dysfunction. Treatment options for
surgery and injections have been ruled out by his
doctor. He was recently prescribed oxycodone, but
is having minimal relief. He frequently asks his phy-
sician and pharmacist for more pills, and “something
stronger”. He recently went to his local Emergency
room with the same request. His family has gathered
other medications prescribed to him, including sev-
eral prescriptions for benzodiazepines, over the coun-
ter sleeping medications, baclofen, and citalopram,
which he started last month for his anxiety.

Gathering a Best Possible Medication

History

The best possible medication history (BPMH) should include
drug allergies and all current prescription and non-prescrip-
tion medications (including pills, patches, sprays, topical pro-
ducts, etc) with a focus on those for pain. Information should
be collected about the dose, route, frequency, directions for
use and actual use by the patient, fill quantities and dispensing
patterns for each current medication and also those tried and
previously discontinued.'” The BPMH should also include
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any samples, vitamins, herbal products, or traditional medi-
cines that are used. Pharmacists should specifically ask about
substance use (eg, tobacco, cannabis, alcohol, cocaine, hallu-
cinogens, opioids, etc) as part of their history. Many people
self-medicate their pain with substances alongside recrea-
tional use. Pharmacists can gather information from the
patient the details about the amount, time of last substance
use, how long they have used, frequency, route, source, and
reasons for use.

Asking the patient to walk through their day and how
medications and substances fit in can reveal what they
decide to take and when, how much time is spent focusing
on medication and substances, and if medications are used
as prescribed. Asking the patient to bring in all of their
medications from home helps to reconcile the medication
list and provide an opportunity to do pill counts or remove
unused medications from the home.

Medication Selection and Dosing

Therapeutic alternatives available for the management of
chronic pain include acetaminophen, NSAIDs, opioids,
gabapentinoids, antidepressants, cannabinoids, topical
analgesics/anesthetics, and muscle relaxants. Mechanisms

of action amongst these medications include facilitation of

descending pain inhibitory pathways, blockade of pre-and
postsynaptic receptors and neurotransmitter release, and drug
targets at the level of the peripheral nociceptor.?’ The choice
of medication should be guided by evidence for their use in
specific pain diagnoses (eg, fibromyalgia, trigeminal neural-
gia), as well as guidelines based on the type of pain (eg,
neuropathic) or the medication class (eg, opioids).>"*
Medication selection must be individualized, with considera-
tion of patients’ past trials and preferences. Figure 1 outlines
considerations for medication selection and dosing.Figure 2

Medications with significant risks, such as opioids or
cannabis, should be titrated or tapered to the lowest effec-
tive dose. Other medications must also be titrated gradu-
ally with the aim for a trial at a therapeutic dose (eg,
antidepressants and gabapentinoids require gradual titra-
tion to ensure tolerability but should achieve therapeutic
doses for 4-6 weeks to assess effectiveness). Pharmacists
routinely provide naloxone kits to patients who use opioids
and provide education to them and their families on how to
use in the event of an overdose.

Drug Interactions
Pharmacists have a responsibility to identify and address
drug interactions. Polypharmacy is common in chronic
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Figure | Patient factors for medication selection and dosing.
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pain management and may result in both pharmacokinetic
and pharmacodynamic drug interactions. Pharmacokinetic
interactions may impact the levels of medications when
inhibitors of interacting enzymes are given concurrently
(eg, co-administration of methadone or buprenorphine
with potent CYP2D6 inhibitors can increase the serum
concentrations resulting in excessive sedation and risk of
overdose).”® Pharmacodynamic drug interactions between
medications commonly prescribed for pain and related
comorbidities may increase risk of respiratory sedation
and death (eg,
2425 serotonin syndrome (eg, antidepressants, cer-

benzodiazepines, gabapentinoids,
opioids),
tain opioids, triptans),”® excessive anticholinergic effects
(eg, tricyclic antidepressants, opioids, muscle relaxants)?’
or QT interval prolongation (eg, methadone, antidepres-
sants, NSAIDs, muscle relaxants).”® Patients may be see-
ing both primary care teams and specialists to manage
their physical and mental health conditions, with the phar-
macist and the pharmacy as the common convergence
point. As such, pharmacists are essential in assessing the
medication regimen in its totality.

Monitoring

Patients living with chronic pain benefit from frequent
follow-up and monitoring. Pharmacists can utilize standar-
dized tools, such as the Brief Pain Inventory (BPD)** to
help track patients’ progress over time not only with
improvements in pain intensity, but also functional inter-
ference. The BPI includes a body pain diagram which may
be helpful over time to identify a pattern of central sensi-
tization (ie, a potential consequence of long-term opioid
use).>’

Medication dosing and safety monitoring require
ongoing follow-up. In the case of opioids, calculating
a morphine equivalent dose (MED) is a critical first step
to compare the patient’s current regimen with guideline-
based dose recommendations. In Canada, a threshold dose
of 90mg MED is recommended for patients with chronic
non-cancer pain beginning opioid therapy. Above this
dose, the risks outweigh the benefits for most patients.?

Patients should be asked about adherence. A common
misperception is that all medications should be taken “as
needed” or sparingly, when many need to reach therapeutic
steady state to be effective (eg, antidepressants). Patients
receiving medications with higher abuse liability (eg,
opioids, gabapentinoids) should receive additional support
and be regularly screened for problematic medication-tak-
ing behaviors. Pharmacists can do this respectfully by

asking the patient about how they are taking their medica-
tions, and reconcile this with data from prescription drug
monitoring programs including fill history and alerts (eg,
duplicate drug, double doctoring). Pharmacists can also
ask about changes in route of consumption (eg, tampering,
crushing, chewing oral tablets, sucking or smoking trans-
dermal patches) and sources (eg, accessed from friends,
family or “the street”). Pharmacists in various settings can
also administer urine drug screening as a universal pre-
caution to improve patient safety.”'

Patients using opioids should also be screened routi-
nely for medical complications such as sleep apnea, hypo-
gonadism, sedation, opioid use disorder, depression, sleep
interference, and constipation. Pharmacists can lead this
screening in the community, with the support of brief
questionnaires, such as the Routine Opioid Outcome
Monitoring  Tool,>?  the Use
Identification Test — Revised (CUDIT-R),*>® or the
CAGE-AID questionnaire to screen for alcohol and sub-

Cannabis Disorder

stance use problems.>* If problematic use is identified, it is
an opportunity for structured brief interventions, referrals
and support to access care in the context of their pain
(eg, with methadone or

treatment buprenorphine/

naloxone).

Deprescribing and Discontinuation
Pharmacists also have a key role in identifying medica-
tions that should be discontinued. This may be due to lack
of indication or effect, intolerable side effects, or known
risks to the patient from drug or disease interactions. They
can guide the design of a plan for medication tapering and
discontinuation, in collaboration with the patient and pre-
scriber. Many medications used for pain may cause with-
drawal and discontinuation symptoms if doses are reduced
too quickly or the medication is discontinued abruptly (eg,
SNRIs, opioids). This can be very uncomfortable, distres-
sing and discouraging to the patient. Tools are available, in
particular for opioid tapering and discontinuation, to sup-
port pharmacists in co-creating a deprescribing plan with
the patient that will work for them.?>*> Pharmacists can
also support patients in behavior change, including reduc-
tion of substance use. Tobacco is one example where its
use has independent implications for people living with
pain as smoking increases pain intensity, and leads to
poorer functional outcomes
disability.*®*’

and greater long-term
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e A pharmacist completed a medication review with
Mr. S. They agreed that oxycodone was not effective
for his low back pain, and there is risk of respiratory
depression with the use of opioids in combination
with benzodiazepines, central nervous system depres-
sants such as baclofen, and sedating medications. The
pharmacist recommends to taper and discontinue
oxycodone, and provides him with a detailed plan.
The pharmacist prescribes Mr. S a trial of duloxetine
instead. This may also be helpful for his anxiety, and
may replace his citalopram in time. At future visits,
the pharmacist will plan with Mr. S to discontinue his
baclofen and benzodiazepine to decrease risks related
to falls and sedation.

Role of Pharmacists in Patients with
Chronic Pain and Opioid Use

Disorder

For the subset of patients living with chronic pain and an
opioid use disorder, opioid agonist treatment, such as
buprenorphine-naloxone or methadone, is often prescribed
with the same structure as an opioid use disorder treatment
(eg, with observed doses).

Pharmacists care for people with opioid use disorder by
providing: observed and take-home doses, monitoring for
missed doses, adverse effects (eg, constipation, dry
mouth), and toxicity (eg, intoxication or slurred speech),
and assistance in their management, and communication of
important clinical issues to the treatment team.

Pharmacists have up to 10 times more interactions with
patients than their primary care providers for the manage-
ment of chronic conditions, including pain.*® For patients
prescribed opioids or medications for opioid use disorder,
pharmacists may see these patients as frequently as daily
for dispensing of medication and monitoring. These non-
judgmental and respectful regular short interactions with
patients provide a tremendous opportunity to develop
a therapeutic relationship and have positive impact on
patient outcomes and quality of life.

Role in Pain Education and

Self-Management
e Mr. S has never felt that people believe that he has
pain. He feels like a burden to his family, and he does
not want to tell them about how bad his pain gets
because he would be complaining all the time. He is
worried that his pain is getting worse, that soon he

will not be able to stand it. He wishes he could do
some of the things he used to enjoy like fishing, but
he is stuck with his pain and just focuses on what will
get him through the day.

Chronic pain self-management is the ability of patients to
adapt strategies to better manage their symptoms, treatments,
and the physical and psychological challenges of their pain
experience. Self-management incorporates the physical, psy-
chological and pharmacological strategies to cope with pain.
Clinical trials have shown that teaching patients about the
neurophysiology and neurobiology of pain reduces pain, cat-
astrophizing,  healthcare  utilization and  improves
function.***' This involves discussing biological education
contextualized within a biopsychosocial ~framework.*
Psychological therapies such as cognitive—behavioral therapy
(CBT) address unhelpful emotions and maladaptive pain beha-
viors and when combined with physical therapy that promotes
mobility and physical fitness, patients’ function and ability to
complete daily activities improve.** Other psychological self-
management strategies that have been adapted in pain man-
agement include mindfulness-based stress reduction (MBSR)
or Acceptance and commitment therapy (ACT).

The goal of caring for patients with chronic pain is not the
elimination of pain, but a reduction in pain and improvement
of quality of life and function. Pharmacists are well posi-
tioned to leverage their skill set to collaborate with patients
developing realistic individualized treatment plans based on
comorbid conditions, treatment expectations, and goals.

Pharmacists can be involved in delivering pain education
and promoting self-management strategies that reduce over-
reliance on medication. Through their frequent interaction
with patients, pharmacists can suggest the need for further
referral to other health or wellness care providers if they notice

barriers that negatively impact patient treatment outcomes.

e A pharmacist engaged Mr. S to discuss his pain, but
also review his goals related to pain management.
Treatment was aligned to help him meet his goals
and optimize his function and quality of life. Pain
education was helpful to set expectations related to
chronic pain and the effectiveness of his medications,
and also to review his pain coping skills. The pharma-
cist supported Mr. S with recommendations for sleep
hygiene and encouraged appropriate exercise. During
their discussion, the pharmacist helped Mr. S find the
words to communicate his goals with his family. If
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additional support is needed, the pharmacist may refer
him for additional counselling or therapy.

Role as a Member of the

Interprofessional Pain Care Team
e Mr. S experiences a traumatic fall and is admitted to the
hospital for a fractured wrist, requiring surgery. When
he is discharged from hospital, he is given
a prescription and instructions for follow-up with
a physical therapist in the community. He will also be
followed up by his surgeon, his family doctor and a pain
specialist. He is provided education before he goes
home by an inpatient pharmacist, and fills his prescrip-
tion at his usual outpatient pharmacy. He is very over-
whelmed, repeating his story multiple times, and it feels

like none of his healthcare providers talk to each other.

Patient-centered care, the core of pain management, is
defined as

providing care that is respectful of and responsive to
individual patient preferences, needs and values and ensur-
ing that patient values guide all clinical decisions.**

Effective dialogue using a motivational approach is essen-
tial in developing rapport with the patient to empower and
engage those with pain to make medication and behavioral
changes effectively. Partnering with patients by supporting
individual autonomy in their healthcare decisions, enables
patients to better manage complex chronic conditions
because they understand their care plan, and feel comfor-
table communicating their needs.*’

Across the continuum of healthcare, there are many oppor-
tunities where pharmacists can support the interprofessional
pain care team, illustrated in Figure 2. These settings include
community pharmacies, primary care teams, inpatient acute
care and rehabilitation settings, long-term care, and also speci-
alty ambulatory pain clinics. Pharmacists can screen, monitor
and make treatment recommendations to the interprofessional
team in all of these settings. Across transitions, medication
reconciliation and medication education can be key to support
safer medication use. In some regions or settings, pharmacists
may have the ability to prescribe or adjust medications inde-
pendently. Because of the geographical limitations to acces-
sing specialty pain clinics that are located in urban academic
settings,” pharmacists can significantly support access to pain
services particularly in rural, remote and reserve communities
where the need is greatest.

Physician,
Physician
assistant

Pharmacist,
Pharmacy
technician

Patient
and
Family

Psychologist,
Mental health
workers

Social worker

Physical

therapist, Nurse,

Nurse
practitioner

Occupational
therapist

Chiropractor,
Acupuncturist,
Traditional
medicine
practitioners

Spiritual care,
Elder

Figure 2 Interprofessional teams support pain care.

e Mr. S’s pharmacist performed a discharge medication
reconciliation for him and included him in medication
teaching prior to his discharge from hospital. To promote
seamless care, his discharge prescriptions and discharge
summary were faxed to his community pharmacy. His
community pharmacist also reviewed medications with
him and helped him to prepare for follow-up appoint-
ments with questions for his care teams, and provided
him with up to date medication lists to bring.

Role to Decrease Stigma, Be
Culturally Responsive, and Mitigate

the Impact of Inequities
e Mr. S feels as though his doctor and his pharmacist
and the staff at the hospital treat him differently
because he has chronic pain and even more so,***’
because he is Black. He has heard whispers behind
his back, that he is a “frequent flyer” and a “drug
seeker”. He is often dismissed, and he feels that
people are focused more on telling him instead of
listening to him. He is really uncomfortable and often
asks for the opioid medication that he uses to be
delivered so he can avoid talking to people about it.

Chronic pain disproportionately impacts women, children,
Indigenous Peoples, older adults, veterans, and people who
use substances.” These groups are more likely to experience
social inequities and discrimination, which influence how
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pain is experienced.” Pharmacists must recognize that people
living with chronic pain often experience stigma, which may
be compounded if they also have a mental health disorder,
are part of another marginalized group (eg, part of a racial or
sexual minority) and/or use opioids or other substances.
Multiple forms of racism and implicit bias exist in
healthcare, with significant effects on how pain is assessed
and managed in Black, Indigenous and People of Color
(BIPOC).*®*° Research conducted by Hoffman et al in
2016 revealed that false beliefs about biological differ-
ences persisted among white laypersons and medical trai-
nees, leading to bias in pain perception and treatment
recommendations.’® Pharmacists have a responsibility to
recognize their implicit bias and create an inclusive prac-
tice for providing culturally safe care for diverse popula-
tions. Box 1 outlines five principles for pharmacists to
create a culturally safe practice for diverse populations.

Box | Five Principles for Pharmacists to Create a Culturally Safe
Practice for Diverse Populations

|. Practice cultural humility and create culturally safe care
for diverse populations Identify and unlearn implicit bias,
discrimination and stereotypes.*® Respect autonomy and
acknowledge that culture-based coping strategies can reduce
pain intensity and the individual’s perceived impact of the pain.>?
Respect the role spirituality has on health and healing.

2. Individualize care
Invite the patient to tell the story of their pain. Do not assume
to know or understand the situation. Avoid grouping people
under labels. Employ shared decision making, and strengths-
based nurturing.*®

3. Recognize that family and community are extensions of the
patient
Ask people about their families to connect with them. Some patients
may have chosen family, rather than biological families as key sup-
ports. Respect community-specific teaching and ceremonial
protocols.*®

4 . Reduce stigma and barriers to access care
Language matters: avoid jargon, use person-first language.>* Employ
“universal precautions” for screening and monitoring of long-term
opioid use as part of routine care (eg opioid treatment agreements,
urine drug testing, periodic reassessment of pain diagnosis and sub-
stance use disorder comorbidities).”> Remove barriers to care for
people with substance use disorders, and offer harm reduction
products and services (eg opioid agonist therapy, naloxone kits, clean
needles and needle exchange).

5. Provide trauma-informed care®*®

There is an association between a history of adverse childhood

experiences, trauma and chronic pain. Delivery of the five

principles of trauma informed care is essential for pharmacists

given their breadth of practice and connection to community.

It is important to note that the COVID-19 pandemic
has illuminated health disparities in Canada and countries
around the world. Responses to the pandemic have frag-
mented care for people living with pain, and have had
significant impacts on mental health and the experience

of pain,’'*? reinforcing a call to action for pharmacists to
reduce stigma and support people living with pain when

they may need it most.

e The pharmacist is aware of the stigma and racism
that Mr. S is describing within the health care system.
They strive to create an environment that is welcom-
ing, non-judgmental, and culturally responsive, and
ensure that they and their team use person-first lan-
guage and avoid stigmatizing and hurtful terms.
Mr. S was invited to include his family in his treat-
ment planning. Spirituality was also included as part
of a holistic treatment plan, as it was meaningful to
Mr. S. The pharmacist took time to discuss with
Mr. S what information can be shared within the
circle of care, which built trust that his confidentiality
will be maintained. To advocate for Mr. S, the phar-
macist reached out to the hospital staff to discuss his
concerns.

Conclusion

Pharmacists have a responsibility to collaborate with
patients and ensure medications are optimized and safe
as part of an overall approach to management of chronic
pain and comorbidities. They often have well-developed
therapeutic relationships that facilitate adoption of roles to
promote self-management, provide pain education, colla-
borate with the interprofessional team and reduce stigma
to support the person living with pain. The need for these
roles in the various practice settings reinforce the impor-
tance of pain education for pharmacy students, and con-
tinuing education for practicing pharmacy professionals.
Pharmacists are accessible in the community and should
decrease barriers for patients in need by providing evi-
dence-based pharmacotherapies for pain management, and
opioid agonist therapy for those with an opioid use dis-
order. Naloxone kits and other harm reduction services
should be standard care for patients using opioids long
term. Pharmacists can make a positive contribution to the
overall care of patients with chronic pain, supporting them

to reach their individualized goals and improve their lives.
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To support the broader adoption of structured, evidence

informed models for pharmacist-led services for patients

living with pain, policy changes are needed to decrease

scope limitations and improve access. Education for all

pharmacists is needed about chronic pain and the accompa-

nying stigma to increase readiness to support these models.

Further research is needed, in particular in the community

setting to demonstrate value and define helpful resources and

tools, ultimately to support scaling up pharmacist services for

patients living in pain in the most accessible setting.
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