
Eight Pearls for Chronic Pain Management
By Moshe Lewis MD, MPh

The management of chronic pain has 
always been one of the most chal-
lenging, yet vital, endeavors facing 
the medical profession. The publici-

ty around the opioid crisis has only highlight-
ed the breadth and complexity of this respon-
sibility. Although we look forward to novel 
therapeutics and new approaches in the future, 
it is timely to review eight current best practic-
es in California surrounding chronic pain 
management. 

The best place to begin for all patients is 
an assessment and workup of all sources of 
chronic pain; that is, pain that has lasted for 
more than 90 days. For most patients over 50 
years of age, orthopedic complaints remain 
painful more frequently than for their younger 
counterparts. 

PAIn ASSESSMEnt

A detailed pain assessment includes com-
pletion of a pain scale, an opioid risk tool (if 
those agents may be considered), and detailed 
imaging. While X-rays are sufficient for acute 
pain complaints or concerns about a fracture, 
CTs and MRIs are recommended for all chron-
ic pain even when this involves non-orthope-
dic sources such as migraines, abdominal, and 
pelvic-based pain. 

These images should be updated approxi-
mately every two to five years as the pathology 
progresses or with significant flares, signs or 
symptoms of nerve disruption, or a decline in 
range of motion. 

uSE boDy SPECIFIC 
ASSESSMEntS

The website at www.orthotoolkit.com 
provides over two dozen free web-based as-
sessments for every orthopedic and several 
general health assessment tools that have been 
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validated. These include the Oswestry, Foot 
Outcome Score, Knee Assessment Scale, and 
the QuickDash for shoulder, hand and arm. 
Relatively quick, these assessments fulfill 
guideline requirements for ongoing evaluation 
of pathology and dysfunction. They are there-
fore useful for pre- and post–surgical patients 
for six months to several years after proce-
dures. They can also be compared to prior 
scores to provide a quantitative measure of 
evolving disability. 

CoMPLEtE CuRES 
EvALuAtIonS AnD uRInE 
toxICoLoGy

The Controlled Substance Utilization 
Review and Evaluation System (CURES) stores 
Schedule II, III, and IV controlled substance 
prescription information and is a legal require-
ment in California as of October 2018. A pre-
scription monitoring evaluation using CURES 
requires that all doctors check for all con-
trolled substances even if they are prescribed 
by another physician. For example, it would be 
important for a psychiatrist or primary care 
physician to know that a patient was taking 
Pre-gabalin if they were considering prescrib-
ing a tricyclic anti-depressant. Likewise, it 
could be critical that a neurologist know that a 
patient was taking a benzodiazepene before 
starting another sedating agent.  Most doctors 
include a statement in their note acknowledg-
ing review of specific facts that are patient rel-
evant.

CURES can also be utilized to document 
the trend of a patient who is weaning off of a 
medication. Likewise, the prescription fill 
dates provide objective evidence of when a re-
fill is due. Often medications are not filled or 
ready for pick up on the day the prescription 
was written. 

Regular monitoring with urine toxicology 
screening to ensure compliance should be rou-
tine at any pain management clinic that pre-
scribes mind altering medications. Typically, 
testing is recommended at the initial visit and 
then at least twice a year. Some clinics screen 
quarterly or more often when the patient’s risk 
assessment is considered high. 

SEt REALIStIC GoALS

Since the use of opioids in all groups pose 
significant risks, an abundance of caution 
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Dogs in the waiting room? 
Avoid an ADA Lawsuit with Two Precisely Stated Questions

By TiMoThy M. weir

On July 26, 1990, President George 
H. W. Bush signed the Americans 
with Disabilities Act (ADA), 
which has been in effect since 

1991. Title III of the ADA prohibits discrimi-
nation on the basis of disability in the activities 
of places of public accommodation. Places of 
public accommodation include businesses that 
are generally open to the public and include 
restaurants, movie theaters, schools, day care 
facilities, recreation facilities, and doctors’ 
offices. Under the ADA, businesses are 
required to allow persons with disabilities to 
bring their service animals on the business 
premises in every area in which customers are 
generally allowed.

Service animals are—uniquely—dogs and 
miniature horses (I’m not kidding) that have 
been individually trained to do work or per-
form tasks for an individual with a disability. 
The task(s) performed by the animal must be 
directly related to the person’s disability. Dogs 
relied upon by their owners for other reasons, 
such as emotional comfort, are not service ani-
mals under the ADA. The terms “therapy dog” 
and “support animal” describe animals that 
provide comfort just by being in the proximity 
of a person.  Because they have not been 
trained to perform a specific job or task, they 
do not qualify as service animals under the 
ADA.  

Identification of service animals, as they 
are defined under the ADA, is, thankfully, a 
rather simple task. Under federal law, a repre-
sentative of the owner of the public accommo-
dation is allowed to ask two questions to make 
the determination:

  ➤ Is the animal required because of a 
disability?

 ➤ What work or task has the animal 
been trained to perform?

Both questions should be asked precisely. 
Asking too much can expose the inquiring 
person and its employer to criminal and civil 
liability for a civil rights violation under both 
federal and state law. 

The first question, precisely stated, “Is the 
animal required because of a disability,” is de-

signed to evoke a simple “yes” or “no” answer. 
If the answer is “no,” the task is completed, 
and the dog may be refused entry into the 
public accommodation. If the answer is “yes,” 
the next question should be asked. The inquir-
ing person may not ask the dog owner or han-
dler about the nature of the owner’s disability 
without violating the disabled person’s federal-
ly-protected civil rights.

The second question, “What work or task 
has the animal been trained to perform,” 
should also be asked precisely. Just as in the 
case of the first question, asking too much can 
expose the inquiring person and their employ-
er to criminal and civil liability for a civil 
rights violation. In particular, the inquiring 

person may not ask the owner or handler to 
command the dog to demonstrate its trained 
task. 

Service animals are working animals, not 
pets. The work or task a dog has been trained 
to provide must be directly related to the per-
son’s disability. Dogs whose sole function is to 
provide comfort or emotional support do not 
qualify as service animals under the ADA. 

The inquiring person may not demand to 
see documented certification of specific train-
ing. The ADA does not require the dog to 
wear a patch, vest, harness or tag identifying it 
as a service animal.

On the other hand, access rights of service 
animals are conditional rather than absolute. 
Staff may request removal of a service animal 
if it is disruptive and the owner or handler 
does not take effective action to control it. A 
dog that exhibits threatening behavior to the 
health or safety of other patrons – or other 
service animals, for example, by snarling, may 
be removed if its handler fails to control it. A 

dog that that is not housebroken may be re-
moved. A dog that constantly barks without 
being brought under control by its handler 
may be removed. 

The handler is responsible for care and su-
pervision of the animal. The service animal is 
expected to be under control at all times. 
Generally, the service animal must remain on 
the floor and under the handler’s control. A 
service animal is not allowed to sit in chairs. 
The patron may not allow the dog to wander 
away from him or her and must maintain con-
trol of the dog.

In a hospital or a medical office, exclusion 
of a service animal from areas such as patient 
rooms, clinics, cafeterias, or examination 
rooms would violate the ADA. However, it may 
be appropriate to exclude a service animal from 
operating rooms or burn units where the ani-
mal’s presence may compromise a sterile envi-
ronment. Similarly, it may be appropriate to ex-
clude a service animal from a radiology depart-
ment where its potential exposure to radiation 
may be harmful to the animal itself, and/or the 
handler would be unable to control the animal 
during the course of a medical procedure.

Allergies and fear of dogs, including fear 
of specific breeds of dogs, are not valid reasons 
for denying access or refusing service to peo-
ple using service animals. (That is, unless the 
dog acts in a threatening manner toward the 
other patient and its handler fails to bring it 
under control.) When a person who suffers a 
fear of dogs and a person who uses a service 
animal must spend time in the same room or 
facility, they both should be accommodated by 
assigning them, if possible, to different loca-
tions within the room or different rooms in 
the facility.

Otherwise, a properly identified and con-
trolled service animal must be permitted to 
accompany the individual with a disability to 
all areas of the facility where patrons are nor-
mally allowed to go. n

Timothy M. Weir, an attorney in the Law 
Offices of Timothy M. Weir, has been practicing 
in Northern California for over 20 years. He 
can be reached at tweir@tweirlaw.com.

A dog that constantly 
barks without being 

brought under control by 
its handler may be 

removed.



J A N U A R Y  2 0 2 0  •  w w w . p R f R R g . c o m  •  ( 4 1 5 )  3 3 2 - 3 0 4 1 3

Precision Medicine: Unprecedented Potential 
to Improve Care and Outcomes

By JoeL DiAMonD, MD, FAAFP

The availability of personalized genet-
ic and genomic data will not only 
transform the practice of medicine 
in the future, “precision medicine” 

that recognizes the influence of an individual 
patient’s genes, environment, and lifestyle is 
rapidly becoming the standard of care in the 
present. In fact:
	 ➤ The identification of genetic mutations 

not only enables providers to identify 
patients at greater risk for heritable 
conditions and diagnose them sooner 
and more accurately, but it allows them 
to institute preventive care or aggres-
sive screening earlier.

	 ➤ Pharmaceutical companies are formu-
lating medications and other therapies 
to target specific molecular variations. 
This enables providers to approach and 
select treatment customized to their 
patients’ precise condition and genetic 
profile. Furthermore, the Federal Drug 
Administration is approving these 
drugs at an accelerated pace.

	 ➤ Patients themselves are playing an 
unprecedented role in the advancement 
of precision medicine. Because direct-
to-consumer companies such as 
23andMe and Ancestry are promoting 
at-home genetic testing, patients often 
confront providers with questions 
about how genetics/genomics can 
improve their health and medical care.

	 ➤ The cost of genetic/genomic testing is 
dropping precipitously. A few years ago, 
whole genome testing might cost thou-
sands of dollars, but now it is down to a 
few hundred dollars. Pharma   cogenomic 
(PGx) tests, which provide insights 
about how well or poorly a patient 
metabolizes specific medications, can 
be ordered for one to two hundred dol-
lars. At the same time, payers and 
health plans are enacting new reim-
bursement policies providing coverage 
for genomic testing.

	 ➤ Genetic and genomic information has 
the potential to prevent adverse drug 
interactions, reduce avoidable readmis-

sions, match patients with clinical tri-
als, improve mortality, and increase 
patient satisfaction. 

Yet despite this promise, I believe that the 
widespread implementation of precision medi-
cine is being slowed by the fact that health care 
organizations are not building an appropriate 
technology infrastructure to render testing in-
sights that are usable and meaningful at the 
point of care, where clinical decisions are made. 

For example, currently, test results are re-
turned to providers in PDF format, not as dis-
crete data, which means the information can-

not be integrated with the patient’s clinical re-
cord. 

Instead, it might be reviewed one time by 
an individual provider in the context of a sin-
gle episode of care. The results then often sink 
into “data oblivion” because other providers 
would have to be aware the test was done and 
know where to find the report if they want to 
refer to it in the future. Yet (and I believe this 
is a key point), because genetic/genomic infor-
mation rarely changes over the course of a pa-
tient’s lifetime, test results can and need to be 
re-interrogated multiple times over many years 
and be factored into medical decision making 
across various specialties and care settings.

Consider this clinical situation: A woman’s 
primary care provider (PCP) diagnoses her 
with depression and orders a PGx test so the 
provider can identify which medications would 
work best based upon her genetic profile. The 
results are returned and the PCP uses the in-
formation to treat her condition effectively. 
Following a cardiac event five years later, the 
patient’s cardiologist inserts a drug-eluting 

stent and prescribes clopidogrel to reduce the 
risk of clotting. However, she is a poor metabo-
lizer of clopidogrel, based on information con-
tained in the earlier PGx report. Because the 
cardiologist did not have access to critical in-
formation about the patient’s pharmacogenom-
ic profile, the treatment is ineffective and the 
patient goes on to have a second, more serious 
(and possibly preventable) cardiac event.

Not long ago a friend asked if I was wor-
ried that access to genetic/genomic data in-
creased medical liability. I had to say “no.” 
From my perspective, having access to more 

information means I can deliver better care, 
which should lower the risk of a lawsuit. After 
all, clinicians don’t get sued for having too 
much information; they get sued for having 
too little (or not using what they have).

The move towards precision medicine is 
an unparalleled opportunity to improve care. 
Stakeholders across the industry should arm 
themselves with both knowledge and the tech-
nology required to accelerate this transforma-
tion. Health care leaders must implement 
strategies for precision medicine across their 
enterprise and build the infrastructure critical 
for point-of-care success. n

Joel Diamond, MD, FAAFP, is Adjunct 
Associate Professor of Biomedical Informatics 
at the University of Pittsburgh. He is a diplo-
mat of the American Board of Family Practice 
and a fellow in the American Academy of 
Family Physicians. He cares for patients at 
Handelsman Family Practice in Pittsburgh and 
serves as Chief Medical Officer for 2bPrecise.

 . . . because genetic/genomic information rarely 
changes over the course of a patient’s lifetime, test 
results can and need to be re-interrogated multiple 
times over many years and be factored into medical 
decision making across various specialties and care 
settings.
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must be applied prior to their prescription. As 
stated in the Medical Board of California’s 
Guidelines for Prescribing Opioids, a realistic 
goal should be established early in the course 
of care. This should be customized and revised 
as appropriate over time. If a patient is already 
taking opioids, many physicians will discuss 
lowering the patient’s medications on the very 
first visit.  This helps set an appropriate tone 
for future goal setting. However, this strategy 
does not apply just to opioids. Most chronic 
pain patients are on elevated doses or signifi-
cant combinations of sedating medications. 
Frequently the patient has difficulty discerning 
which medications are actually addressing 
pain compared to providing increased seda-
tion for sleep. 

REFER to SPECIALIStS 

The role of the surgeon and psychologist is 
often overlooked in the management of pain. 
It is recommended as a best practice that even 
patients who are not interested in surgery be 
evaluated by a surgeon to review their ad-
vanced imaging. This helps to establish an ob-
jective basis of treatment. It is helpful to ex-
plain this to patients so they do not feel co-
erced into a procedure they may find over-
whelming. 

Consultations and referrals to psycholo-
gists and psychiatrists can serve as invaluable 
support to pain patients who almost always 
have underlying anxiety or depression issues. 
An initial assessment for pain should include 
a scale such as Beck’s, GAD, or PHQ-9, which 
are standard in most psychology practices. 
There is extensive literature supporting cogni-
tive behavioral therapy for its benefit in ad-
dressing pain of all types, including emotional 
and post-traumatic stress. 

Likewise, do not hesitate to refer to neu-
rology, rheumatology, or gastroenterology 
when those organ systems are involved. A neu-
rologist may be able to offer Botox for mi-
graines or perform further evaluations of neu-
ropathic pain with EMGs. A rheumatologist 
can perform a comprehensive diagnostic work-
up that can add objective support for diagno-
ses such as Anklylosing Spondylitis, Lyme 
Disease, and rheumatic diseases. A gastroen-
terologist can provide endoscopic procedures 
to identify lesions or unsuspected pathology 
that may be a subtle source of pain.

PHySICAL tHERAPy, 
ACuPunCtuRE AnD 
IntERvEntIonAL 
PRoCEDuRES

Practitioners of physical therapy, acupunc-
ture, and interventional pain management 
using pain blocking techniques offer comple-
mentary and necessary adjunctive treatments 
for all pain management patients. Physical 
therapy is critical to keep joints moving and 
muscles toned before and after surgical inter-
ventions. It is important to update that these 
treatments were offered and completed every 
other year. Occupational therapy for all upper 
extremity complaints and pool therapy for any 
patient who is overweight, facing knee issues 
or having problems with land-based exercise 
should also be considered. These practitioners 
frequently provide very detailed assessments 
and compassionate hands-on care that increas-
es a patient’s sense of comfort and well-being.  

WEAnInG oPIoIDS AnD 
bEnzoDIAzEPEnES

Patients taking opioids and benzodiaz-
epenes can be safely weaned when they under-

Chronic Pain Management (cont. from page 1) stand the risks that these agents present, espe-
cially when they are taken together. When 
weaning is undertaken in a slow and steady 
manner, the titration is relatively innocuous 
and the patient’s fears of withdrawal symptoms 
can be lessened.  

Current guidelines recommend weaning of 
controlled and sedating medications to the 
lowest tolerable level while maintaining some 
pain control. Implicit in the guidelines is that 
the dosing of controlled substances to eradi-
cate all pain at the risk of over sedation or 
overdose is not supported.  In other words, pa-
tients will likely have a modest to moderate 
amount of pain that can’t be dosed away by ex-
cessive prescribing. For opioids, most physi-
cians are holding their morphine equivalent 
doses to 20mg or lower and never higher than 
50mg in order to avoid charges of excessive 
prescribing. 

MAIntEnAnCE PRoGRAM

Patients in chronic pain should be encour-
aged to exercise independently and consider 
classes in yoga, tai chi, or Pilates. Documen-
tation of a motivated patient’s participation in 
a gym program or exercise classes provides ad-
ditional support for the use of chronic pain 
medications, especially if these are opioid 
based. 

FInAL tHouGHtS

The field of pain management is fraught 
with multiple overlapping guidelines and rec-
ommendations that increasingly have legal 
consequences. Providers will have to remain 
vigilant regarding strong documentation of the 
factors suggested in this article. Treatment reg-
imens must be customized to every patient’s 
individual case. Treatment strategies, specialty 
consultations, and ongoing assessments with 
validated tools are critical. Charts cannot re-
flect ongoing refills of the same medication at 
the same dose unendingly. The chart should 
reflect the physician’s interest in alternative ap-
proaches, support routine physical therapy, 
and updated imaging diagnostics that clearly 
reflect the doctor’s active involvement. n

Moshe Lewis MD, MPH, a PRF Insured, is 
board-certified in Physical Medicine and 
Rehabilitation.  He practices in San Carlos, 
California, where he specializes in traumatic 
brain injury and disability evaluations for vet-
erans.


