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Vourakis, 1992; Morgan & White,
2009; Trafton, Olivia, Horst, Minkel,
& Humphreys, 2003). To meet the
p a t i e n t ’s needs, nurses must under-
stand both the physical and psycho-
logical elements associated with
pain and substance misuse, as well
as the consequences of unre l i e v e d
p a i n .

P a i n

Between one-third and one-half
of adults live with some form of
daily or re c u rrent pain (Wi e d e m e r,
H a rden, Arnde, & Gallagher, 2007).
Pain is both a physiological sensa-
tion and psychological condition
with physical, cognitive, emotional,
and behavioral characteristics
(Manchikanti et al., 2007). Physical
consequences of unrelieved pain
include i n c reased heart rate, sys-
temic vascular resistance, an
i n c rease in circulating cate-
cholamines, decreased mobility and
consequent loss of strength, dis-
turbed sleep, and immune system
i m p a i rment and susceptibility to
disease. Some psychological conse-
quences are dependence on med-
ication and co-dependence on fami-
ly members and care g i v e r s .
Individuals who live with chro n i c
pain are four times more likely to
s u ffer from depression or anxiety
than persons without pain.
A d d i t i o n a l l y, a postoperative patient
is more likely to experience myocar-

Anewly admitted patient com-

plained of severe low back

pain from an “old work injury.” He

rated his pain as 10 on a 0-10 inten-

sity scale (with 0 being no pain and

10 the worst pain imaginable). He

was grimacing and did not want to

move from one position. Because

the patient’s chart had no ord e r s

for analgesia, the nurse called the

admitting physician and was

i n f o rmed the patient had a history

of substance abuse and addiction,

with a urine toxicology scre e n

done in the emergency room posi-

tive for marijuana. The physician

gave orders to treat the patient’s

pain with acetaminophen. The

nurse reminded the physician the

p a t i e n t ’s pain was severe and the

patient took hydrocodone with

acetaminophen at home for pain,

but was unable to obtain addition-

al ord e r s .
Nurses encounter a variety of

ethical dilemmas when caring for
patients with complex social and
medical issues. One such stru g g l e
involves advocating for the tre a t-
ment of pain in patients who have
past or current substance misuse
p roblems. Treating a patient’s pain is
a high priority for nurses, but many
obstacles may interf e re, part i c u l a r l y
when the patient has co-existing
substance misuse (McCaff e ry &

M E D S U RG N U R S I N G
CNE Objectives and Evaluation Form appear on page 31.

Leanne Finney, MSN, RN-BC, ARNP,
was a Staff Nurse, St. Francis Health
Center, Sisters of Charity of
L e a v e n w o rth Health System, To p e k a ,
KS, at the time this article was written.
She currently works in family practice,
Cotton-O’Neil Clinic, a division of
S t o rm o n t - Vail HealthC a re, Topeka, KS.

Meeting the needs of the

patient with co-existing pain

and substance misuse is a

complex ethical issue. As

advocates for the patient,

nurses participate in devel -

oping a patient-centered

a p p roach to care .

Nursing Care for the Patient with 
Co-Existing Pain and Substance

Misuse: Meeting the Pa t i e n t ’ s
N e e d s
Leanne Finney 

Note: The authors and all M E D S U R G
N u r s i n g Editorial Board members
re p o rted no actual or potential conflict
of interest in relation to this continuing
nursing education art i c l e .



26 MEDSURG Nursing—January/February 2010—Vol. 19/No. 1

dial ischemia, stroke, bleeding, and
various other postoperative compli-
cations (Brennan, Obs, Carr, &
Cousins, 2007). 

U n relieved pain can diminish
quality of life, further weaken
debilitated patients, and cause
needless suffering. Living with
pain can contribute to incre a s e d
levels of anxiety and have a signif-
icant impact on the coping skills of
the patient and loved ones
( M o rgan, 2006). Increased hospital
length of stay, frequent re - a d m i s-
sions, increased outpatient and
e m e rgency department utilization,
and patient loss of employment
can have a financial impact on the
patient (Brennan et al., 2007;
M o rgan, 2006; Morgan & White,
2009; Wiedemer et al., 2007).

F a i l u re to treat acute pain can
lead to chronic pain (Millard ,
2007). Individuals with chro n i c
pain are more than twice as likely
to have difficulty working, suff e r
loss of wages, and experience non-
p roductivity in the home. Due to
inadequately treated pain in
employees, many companies see
i n c reased costs of worker com-
pensation and disability pay-
ments, and many times costs are
compounded by expenses re l a t e d
to litigation (Brennan et al., 2007).

Timely treatment of pain can
p revent delays in healing and
cause changes in the central nerv-
ous system, such as sensitization,
n e u ronal plasticity, cortical re o r-
ganization, and spontaneous pain.
C h ronic stress, family stre s s ,
d e p ression, job loss, and suicide
also can be reduced or pre v e n t e d
( Wiedemer et al., 2007). Eff e c t i v e
t reatment of both acute and
c h ronic pain can improve the
overall quality of life, including
p re s e rvation of independence and
m o re enjoyable interactions with
family and friends (Brennan et al.,
2 0 0 7 ) .

Substance Misuse

The term substance abuse i s
defined as a pattern of maladap-
tive behavior involving re p e a t e d

or continued substance use,
resulting in clinically significant
social or interpersonal impair-
ment or distress (American
Psychiatric Association, 2000;
H e rtz & Knight, 2006). Because
substance abuse is a diagnosis,
the term substance misuse h a s
been used throughout this art i c l e
to identify individuals who use
d rugs or medications for other
than their intended purposes.
P s e u d o a d d i c t i o n occurs when
patients with inadequately tre a t e d
pain exhibit drug-seeking behav-
ior similar to that of addicts;
unlike addiction, however, the
behavior resolves when adequate
pain management is achieved
( H e rtz & Knight, 2006; Kahan,
Srivastava, Wilson, Gourlay, &
M i d m e r, 2006). If chronic pain is
t reated as though it were acute
pain, an individual’s re p e a t e d
requests for pain medication may
appear falsely to be dru g - s e e k i n g
behavior (Millard, 2007). Often
patients with undert reated pain
exhibit behavior commonly called
“clock watching.” Watching the
clock and asking for pain medica-
tions up to an hour in advance are
m o re often signs of inadequately
t reated pain or pseudoaddiction
than they are signs of substance
misuse or drug-seeking behavior.
Generally this behavior is the
defense mechanism of patients
t rying to gain control over their
pain or fearing loss of control over
their pain (Morgan, 2006).

Extensive literature associates
pain with psychological disord e r s .
Substance misuse is more pre v a-
lent in individuals who have expe-
rienced at least one major depre s-
sive episode in their lives, and
serious psychological distress is
c o rrelated highly with substance
dependence or misuse. Persons
with a lifetime mental disord e r
have more than twice the risk of
having an alcohol abuse disord e r
and over four times the risk of hav-
ing another substance misuse dis-
o rder than persons who have
never experienced a mental disor-

der (Manchikanti et al., 2007).
Given the high incidence of co-
o c c u rrence between depre s s i o n
and substance misuse, some
physicians recommend ro u t i n e
s c reening for substance misuse
d i s o rders in all patients with
d e p ression (Hertz & Knight, 2006).

As much as 10%-15% of the
general population may suff e r
f rom substance misuse or chemi-
cal dependency disorders, includ-
ing alcohol, tobacco, and illicit
substances (Gourlay, 2007;
M i l l a rd, 2007). Prolonged use of
addictive substances can alter the
biochemical stru c t u re and func-
tion of the brain, causing neuro a d-
aptive changes, cortical re o rg a n i-
zation, neuronal plasticity, and
sensitization (Laff e rt y, Hunter, &
Marsh, 2006; Wiedemer et al.,
2007). A 2004 re p o rt by the
National Survey on Drug Abuse
and Health indicated more than 6
million Americans are engaged in
non-medical use of pre s c r i p t i o n
medications, including pain re l i e v-
ers, tranquilizers, stimulants, and
sedatives (Hertz & Knight, 2006;
L a ff e rty et al., 2006). An estimated
48 million individuals have used
p rescription medications for non-
medically sanctioned reasons at
some time in their lives (Hertz &
Knight, 2006). 

One re p o rt estimated a 94%
i n c rease in prescription medica-
tion misuse from 1992 to 2003
( L a ff e rty et al., 2006). This marked
rise could be due to the re l a t i v e
ease of acquiring pre s c r i p t i v e
medications. Risk of arrest and
legal action related to buying and
selling illicit drugs may make mis-
use of prescription medications
m o re socially acceptable. The
purity and concentration of pre-
scriptive medications is moni-
t o red rigoro u s l y, making them
safer than many illicit substances,
and prescription medications
have become a favorable substi-
tute for illicit substances when a
substance of choice is unavail-
able. Finally, prescriptive medica-
tions can be misused by individu-
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als wanting to avoid withdrawal or
detoxification from illicit sub-
stance use (Cicero et al., 2007).

Wa rning Signs of Substance
M i s u s e

Signs of substance misuse
include frequent late-night visits
to the emergency room, long
detailed excuses for losing a pre-
scription, use of multiple names,
stealing or forging pre s c r i p t i o n s ,
and diverting or selling pre s c r i p-
tions or prescription medication.
Patients also arouse suspicion if
they are focused on a part i c u l a r
medication despite the offer of an
a l t e rnative and explanation of its
benefit, and despite experiencing
u n c o m f o rtable side effects fro m
the requested medication (Hert z
& Knight, 2006; Kahan et al., 2006;
M i l l a rd, 2007). Among other clini-
cal features of prescriptive dru g
misuse are unsanctioned pre s c r i p-
tion medication use, such as hord-
ing pills then binging on them;
altering the route of delivery
(crushing sustained-release tab-
lets); and accessing pre s c r i p t i o n
medications from other sourc e s
( H e rtz & Knight, 2006; Kahan et al.,
2006). A patient requesting pure
opioids and refusing an
opioid/acetaminophen combina-
tion pill also may be suspect
because opioids combined with
acetaminophen are more diff i c u l t
to misuse. 

A patient’s history can help
the health care provider identify
suspicion of substance misuse.
Often the patient’s pharmacy can
verify the prescription refill histo-
ry and identify if multiple pre-
scribers are involved in his or her
c a re. Unwillingness on the
p a t i e n t ’s part to provide pre f e rre d
p h a rmacy information can be a
s t rong indicator of substance mis-
use (Millard, 2007).

Several risk factors can pre-
dispose an individual to substance
misuse. These include youth and
c u rrent, past, or family history of
substance misuse (Kahan et al.,
2006). Concurrent psychiatric dis-

o rders and some social condi-
tions, such as weak family stru c-
t u re, peer group pre s s u res, gro w-
ing up in a high-crime neighbor-
hood, and a childhood history of
sexual abuse, also are known risk
factors for substance misuse
( G o u r l a y, 2007; Kahan et al., 2006;
Manchikanti et al., 2007). No single
w a rning sign or indicator is indica-
tive of substance misuse or pre-
scription diversion. Every suspi-
cion should be investigated care-
fully by the health care pro v i d e r
and considered as part of the
whole patient history; a thoro u g h
pain assessment should be includ-
ed in the overall assessment
(Kahan et al., 2006; Manchikanti et
al., 2007).

B a rriers to Effective Pain
M a n a g e m e n t

One of the most commonly
accepted definitions for pain is
that “pain exists whenever the
patient says it does” (Modesto-
Lowe, Johnson, & Petry, 2007, p.
424). No accurate measure of pain
exists other than patient self-
re p o rt. Pain is a purely subjective
phenomenon. Research has found
no significant association between
s e l f - re p o rted pain and the
p a t i e n t ’s vital signs, which have
been used historically as part of a
pain assessment (Marco, Plewa,
B u d e re r, Hymel, & Cooper, 2006;
M i l l a rd, 2007). The use of a pain
intensity scale has become com-
mon practice in most hospitals in
the United States, but it is compli-
cated by variation in patients’ pain
t h resholds, perceptions, and com-
munication styles (McCaff e ry &
Vourakis, 1992; Millard, 2007). 

One study of pain manage-
ment in persons with substance
abuse disorders investigated the
p rescriptive practices for pain
management in addicted and non-
addicted individuals. Clinicians
w e re issued case studies involving
patients suffering from severe
b u rns either with or without
addiction history, and asked to
recommend analgesia. The study

found a significant undert re a t-
ment of patients with addiction
h i s t o ry. The authors re c o m m e n d-
ed further re s e a rch to determ i n e
b a rriers that might impede clini-
cians from prescribing adequate
analgesia and suggested incre a s e d
a w a reness of this problem by
nurses may improve pro p e r
assessment and treatment of pain
(Cook, Sefcik, & Stetina, 2004).

Many health care pro v i d e r s
have little or no training in pain
management, and many people in
pain are not aware they can ask for
pain treatment. A health care
p ro v i d e r ’s attitude or bias re g a rd-
ing pain can have devastating con-
sequences for effective patient
communication and successful
pain management. Provider know-
ledge deficits also can have a
major impact on effective pain
management. Many clinicians do
not feel adequately pre p a red to
c a re for patients with co-existing
pain and addiction, and there f o re
may be reluctant to treat those
individuals. Both provider and
patient fear of addiction to pain
medication can hinder eff e c t i v e
pain management (Morgan, 2006).
Patients as well may hide their
c u rrent or past substance misuse
p roblems for fear of negative atti-
tudes or stigmatization, concern
re g a rding punishment or unfair
t reatment, or fear of personal, pro-
fessional, or legal re p e rc u s s i o n s
( M c C a ff e ry & Vourakis, 1992).
Clinician skepticism toward
patients complaining of chro n i c
pain can promote stigmatization,
opiophobia (fear of using opioids
related to the stigma surro u n d i n g
their use), and undert reatment of
legitimate problems (Brennan et
al., 2007; Millard, 2007). One com-
mon error is withholding pain
medication from patients with a
h i s t o ry of substance misuse due
to fear that prescribing analgesics
may exacerbate the pro b l e m .
H o w e v e r, withholding analgesics
f rom patients with a history of
substance misuse has never been
shown to increase their likelihood
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of re c o v e ry, and prescribing anal-
gesics has never been shown to
worsen substance misuse pro b-
lems (McCaff e ry & Vo u r a k i s ,
1992). 

Ethics and Law

The relief of pain, discomfort ,
or suffering is a core ethical duty
of health care pro f e s s i o n a l s
(Johnson, 2007). Any barrier to
pain management is essentially a
question of ethics. Many of the
w a rning signs or indicators used
to screen drug seekers are ineff e c-
tive, inaccurate, and unethical
(e.g., keeping lists of habitual
patients) (Millard, 2007). Systems
for identifying individuals seeking
d rugs (such as drug-seeker lists in
the emergency room) cause injus-
tice in the health care delivery sys-
tem by creating bias and possibly
c o m p romising privacy, and they
often can lead to entire groups of
individuals getting ineffective care
due to irrelevant characteristics
(Johnson, 2007; Millard, 2007).

A c c o rding to the American
Nurses Association (ANA, 2001),
“Nursing encompasses…the alle-
viation of suffering” (p. 5). This
statement from the Code of Ethics
is a call for all nurses to be aware
of a patient’s pain and discomfort ,
re g a rdless of extraneous factors,
and take necessary measures to
a d d ress that individual’s pain
management needs. Unfort u-
n a t e l y, lack of knowledge of pain
management and substance mis-
use, as well as an apparent stigma
s u rrounding substance misuse,
a re potential barriers to eff e c t i v e
pain management and the allevia-
tion of suffering (Morgan & White,
2 0 0 9 ) .

Many ethical principles apply
to the proper and prompt tre a t-
ment of pain. B e n e f i c e n c e is the
duty to prevent harm, reduce, or
remove harm that is already in
action, and bring about good. To
relieve an individual’s pain and
s u ffering is considered a good and
beneficent act. The principle of
n o n m a l e f i c e n c e (to do no harm )

also applies. Failing to offer re a-
sonable treatment for an individ-
u a l ’s pain can cause harm because
persistent, inadequately tre a t e d
pain has both physical and psy-
chological effects. A u t o n o m y is the
p a t i e n t ’s right to make personal
decisions independently and with-
out coercion (Purtilo, 2005). Pain
can consume a patient to the
extent that it can impinge on his or
her ability to make choices re g a rd-
ing care. Relieving pain and pro-
viding comfort can relax the
patient and allow him or her to
evaluate benefits of diff e rent tre a t-
ment options without the distrac-
tion of the pain in order to make a
fully informed treatment decision
( B rennan et al., 2007). 

The National Pain Care Policy
Act of 2007 was designed to
a d d ress many barriers to eff e c t i v e
pain management by impro v i n g
pain care re s e a rch, education,
training, access, outreach, and
c a re (American Pain Society,
2007). The Act launched a public
a w a reness campaign to educate
consumers about the significance
of pain as a national public health
p roblem and identify re s o u rc e s
available to patients (American
Pain Society, 2007). The American
Hospital Association (1998) pub-
lished the P a t i e n t ’s Bill of Rights t o
a ff i rm, among other things, the
p a t i e n t ’s right to make auto-
nomous decisions and re c e i v e
considerate and respectful care .
The patient thus has a right to be
i n f o rmed of pain care options and
be a part of the decision-making
p rocess re g a rding pain tre a t m e n t .
Use of the P a t i e n t ’s Bill of Rights i s
now a widespread practice in hos-
pitals across the country. Ad-
d i t i o n a l l y, the Joint Commission
has issued the Pain Standards w i t h
the minimum criteria for the
assessment and treatment of pain
for institutions seeking accre d i t a-
tion (Joint Commission Resourc-
es, 2009). The standards place the
onus on health care org a n i z a t i o n s
to manage pain and meet comfort
needs of patients. The National

Institutes of Health have issued
guidelines for pain management
as well (Cook et al., 2004).

Pain, existing alone and with-
out any other physical injury, can
be considered as an injury under
the law. Thus, the patient who suf-
fers pain can seek recourse in the
c o u rts (Johnson, 2007). In addi-
tion, failing to manage pain eff e c-
tively in a person with a substance
misuse history can be viewed as a
f o rm of discrimination (Orr &
Cabaj, 2006). 

Assessment of the Patient
with Co-Existing Pain and
Substance Misuse

The nurse should begin with a
t h o rough assessment of both
acute and chronic pain. Curre n t
pain levels often are assessed
using a pain intensity scale, such as
rating pain from 0-10 (0 equals no
pain and 10 re p resents the worst
pain) or by ranking pain as “none,”
“mild,” “moderate,” “severe,” or
“very severe” (Krebs, Carey, &
We i n b e rg e r, 2007). Assessment of
c h ronic pain should include home
management strategies, such as
analgesic doses and non-pharm a-
cologic methods employed by the
individual. Substance misuse indi-
c a t o r s should be considered when
assessing a patient’s pain, and his-
t o ry of or current substance mis-
use should be integrated into the
whole patient history (Millard ,
2007; Morgan & White, 2009).

Many screening tools can help
physicians and nurses identify
individuals with substance misuse
histories and treat them appro p r i-
a t e l y. A careful baseline history of
both pain and substance misuse
for all patients, as well as care f u l
o b s e rvation for signs of misuse or
diversion, are essential (Kahan et
al., 2006). For instance, the CAGE
q u e s t i o n n a i re, commonly used to
s c reen patients with alcoholism,
can determine if the patient has
ever tried to Cut down o r C h a n g e
the pattern of drinking, has ever
been Annoyed o r A n g ry because of
others’ concern about drinking,
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has ever felt G u i l t y re g a rding the
consequences of drinking, or had
ever needed to drink in the morn-
ing as an E y e - o p e n e r to decre a s e
withdrawal symptoms. The CAGE
q u e s t i o n n a i re can be adapted for
use with other substances by sub-
stituting the word d rug for d r i n k
(Kahan et al., 2006; Millard, 2007).
Other tools include the Opioid
Risk Tool (which identifies abuse
risk factors, such as family histo-
ry, age, and psychiatric disord e r s )
and the Pain Medicine
Q u e s t i o n n a i re (a 26-item question-
n a i re that evaluates chronic pain
and attempts to isolate pain-re l a t-
ed variables that may suggest mis-
use liability) (Kahan et al., 2006;
Manchikanti et al., 2007). One pre-
scription misuse checklist focuses
on five diff e rent criteria that might
indicate higher risk for substance
misuse: overwhelming focus on
opioid issues persisting beyond
the third clinic treatment session, a
persistent pattern of early re f i l l s ,
multiple telephone calls or off i c e
visits requesting more opioids,
reports of consistent problems
associated with the opioid pre-
scription (lost, spilled, stolen med-
ications), and opioids obtained
from multiple providers, emer-
gency rooms, or illegal sourc e s
(Manchikanti et al., 2007). The
i n f o rmation from these scre e n i n g
tools can be presented to the clini-
cian to assist in meeting the
p a t i e n t ’s pain care needs safely. 

A practical starting point is to
request re c o rds from pre v i o u s
p roviders or from the patient’s
p h a rmacies (Kahan et al., 2006).
Rational polypharm a c y, including
c a reful prescribing and ongoing
vigilance for signs of misuse, time-
limited trials of stru c t u red opioid
t h e r a p y, daily-to-weekly dispens-
ing, pill counts, and cautious
tapering of opioid doses, is critical
(Kahan et al., 2006; Wiedemer et
al., 2007). Complementary modali-
ties, such as physical therapy, psy-
c h o t h e r a p y, family therapy, and
i n t e rventional pain management
(such as epidurals or nerv e

blocks), also may be valuable
( Wiedemer et al., 2007). Many cli-
nicians suggest the use of urine
toxicology screens prior to writing
p rescriptions, as well as perf o rm-
ing random urine toxicology
s c reens during treatment to moni-
tor the patient for self-medicating
b e h a v i o r. Treatment may be dis-
continued if illicit substances are
detected (Hertz & Knight, 2006;
Kahan et al., 2006; Millard, 2007;
Wiedemer et al., 2007).

Developing a Patient-
C e n t e red Appro a c h

A patient-centered appro a c h
is a way of delivering compassion-
ate, competent care by acknowl-
edging the need for all health care
p roviders to work as a team with
the patient at its center (Morgan &
White, 2009). Components of a
p a t i e n t - c e n t e red approach include
involving the patient in planning
the pain treatment, maintaining a
respectful attitude toward the
patient, enhancing the patient’s
s u p p o rt systems, providing verbal
and written inform a t i o n / d e l i v e r-
ing information in the patient’s
p re f e rred learning style, pro v i d i n g
ongoing education and support ,
maintaining consistency and
d e p e n d a b i l i t y, fostering open dis-
cussions re g a rding pain and sub-
stance misuse without passing
judgment, and establishing re a l i s-
tic goals for treatment (Morgan &
White, 2009).

In one grounded theory study,
patients were interviewed to gain
a better understanding of the
p roblem of pain management in
persons with a substance misuse
h i s t o ry. Two strong themes
e m e rged: feeling re s p e c t e d / n o t
respected, and strategizing to get
pain relief. Many patients in the
study voiced concern over not
feeling respected by nurses.
Strategizing to get pain medica-
tions happened re g a rdless of feel-
ing respected by the nurse. If the
patient felt respected, strategizing
became a collaborative eff o rt
between the patient and nurse to

find the most effective regimen of
c u rrently ord e red medications or
to collaborate further with the
physician if no effective re g i m e n
could be established. If the patient
did not feel respected, strategizing
often was unsuccessful (Morg a n ,
2 0 0 6 ) .

Clinicians should be commit-
ted to reducing patient suff e r i n g
without minimizing the patient’s
s e l f - w o rth due to a substance mis-
use problem (Brennan et al.,
2007). The provider should
remember the patient who speci-
fies a drug and dosage may simply
be well educated on his or her
condition and medical needs. Wi t h
the advent of Internet education,
many individuals re s e a rch their
conditions, sometimes before
even approaching a health care
p rofessional (Millard, 2007). 

A nurse practitioner- d r i v e n
study tested the Pain Medicine
and Primary Care Community
Rehabilitation Model and suggest-
ed an approach based on the fol-
lowing principles: evidence-based
p r i m a ry care treatment; timely
access to pain medicine in ord e r
to prevent or reduce morbidity
and improve functional outcomes;
goal-oriented, outcomes-driven
c a re; and efficient use of available
community re s o u rces, such as
p h a rmacists, support groups, and
o u t reach clinics (Wiedemer et al.,
2007). A consult with a pain man-
agement specialist may be indicat-
ed when available. Altern a t e l y, a
consult with a clinical pharm a c i s t
can guide the primary provider in
p rescribing analgesia. Consulting
the social worker or case manager
for discharge planning also is a
c rucial aspect of care. The case
manager can help the patient
choose an addiction tre a t m e n t
center or rehabilitation facility for
detoxification, address modifiable
lifestyle risk factors, and identify
s o u rces of support for the
p a t i e n t ’s re c o v e ry.

Opioid contracts, also known
as opioid treatment agre e m e n t s ,
a re used commonly and may
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p rove helpful in some cases of
substance misuse. They often con-
tain content pertaining to the facil-
i t y ’s policies and re s p o n s i b i l i t i e s ,
and may include language pro-
hibiting drug seeking in emer-
gency departments. However,
these contracts are not legally
binding, are difficult to enforc e ,
v a ry widely in content, and are not
always read or understood (Hert z
& Knight, 2006; Kahan et al., 2006;
M i l l a rd, 2007; Wiedemer et al.,
2007). Habitual patient lists (for-
mal or informal) can be potential-
ly beneficial. They keep a handy
re c o rd of patients who ro u t i n e l y
seek pain medication. However,
they also can introduce bias by
leading staff to assume a patient is
d rug-seeking when that may be
u n related to the current com-
plaint, can compromise patient
privacy (requiring rigorous safe-
g u a rds), and can become a vehicle
for staff retaliation against unsa-
v o ry patients (Millard, 2007). 

Nursing Implications

A thorough understanding of
the consequences of untre a t e d
pain and an awareness of available
re s o u rces are vital to pro v i d i n g
e ffective, holistic nursing care .
P roviding the patient with a copy
of the P a t i e n t ’s Bill of Rights a n d
including the patient in developing
a treatment plan for pain are key
elements in creating a patient-cen-
t e red approach (Morgan & White,
2009). All members of the dynamic
health care team must be involved,
with the patient at the center of
the team. Community and institu-
tional re s o u rces, such as clinical
p h a rmacists, pain management
specialists, and social workers or
cases managers, should be used
( M o rgan & White, 2009; Wi e d e m e r
et al., 2007). Nurses must maintain
a respectful attitude toward the
patient and involve him or her in
planning pain treatment, pro v i d i n g
ongoing education and helping the
patient enhance and expand sup-
p o rt systems (Morgan & White,
2009). Written opioid contracts or

t reatment agreements may be
used if they are consistent with
institutional policy (Hertz &
Knight, 2006; Kahan et al., 2006;
M i l l a rd, 2007).

Nurses working in inpatient
e n v i ronments need to be aware of
patients who watch the clock and
evaluate their behavior for signs of
pseudoaddiction vs. drug seeking
( M o rgan, 2006). Because pain is
subjective, nurses should accept
and respect the patient’s re p o rt of
pain (McCaff e ry & Vourakis, 1992;
Modesto-Lowe et al., 2007). Nurses
also need to be aware of their own
feelings and potential biases
re g a rding individuals with sub-
stance misuse problems. It is
imperative to be aware of the stig-
ma surrounding the patient with
substance misuse, and foster open
discussion re g a rding pain medica-
tion and substance misuse with
the patient, fellow clinicians, and
administrators (Morgan, 2006;
M o rgan & White, 2009). 
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