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Abstract

Physicians’ concerns about regulatory scrutiny and the possibility of unwarranted investigation
by regulatory agencies negatively affect their prescribing of opioid analgesics to treat pain.
Indeed, some state medical boards have vejected prescribing practices that are considered
acceptable by today’s standards. This article describes a ten-year program of vesearch, education,
and policy development implemented by the Pain & Policy Studies Group aimed at updating
and clarifying state medical board policies on the use of opioid analgesics to treat pain,
including cancer and chronic noncancer pain. Following surveys of medical board members
and educational workshops, state medical board policies began an initial period of change,
drawing on guidelines from other states, particularly in California. The next phase of policy
development was marked by the introduction of Model Guidelines by the Federation of State
Medical Boards of the U.S. The Model Guidelines addvress professional standards for the
appropriate prescribing of opioid analgesics for pain management, as well as physicians’ fears
of regulatory scrutiny. Although most state medical boards have adopted regulations,
guidelines, or policy statements relating to controlled substances and pain management, to date
ten boards have adopted the Model Guidelines, while ten more have adopted the Model
Guidelines in part. Further actions are recommended so that state medical boards can address
inadequale pain management and physician concerns about regulatory scrutiny. ] Pain

Symptom Manage 2002:23:138-147. © U.S Cancer Pain Relief Committee, 2002.
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macologic. Clinical practice guidelines, as well
as other authoritative sources, emphasize that
opioid analgesics are essential for the treat-
ment of moderate to severe pain, especially acute
pain'? and cancer pain.?* In addition, there is

Introduction

There are many safe and effective treatments
for pain, both pharmacologic and non-phar-
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a growing consensus that opioids can be appro-
priate for certain patients with chronic non-
cancer pain if there is proper evaluation and
monitoring of pain relief and functional out-

0885-3924/02/$-see front matter
PII S0885-3924(01)00403-1



Vol. 23 No. 2 February 2002

Medical Board Pain Policy: A Decade of Change 139

comes.>’ Despite the availability of such treat-
ments, inadequate management of pain has
been found in patients with a variety of diag-
noses and conditions®!? and in a variety of
health-care settings.!%-19

It is well-documented that many factors, or
barriers contribute to inadequate treatment of
pain; among these are physicians’ fears of be-
ing investigated for prescribing opioids.20-2*
Studies have demonstrated that physicians un-
derprescribe opioid analgesics out of fear of
state board disciplinary action, even though
prescribing opioids for pain management is le-
gitimate if done in the course of professional
practice. Apprehension on the part of physi-
cians seems warranted by evidence from a 1991
survey indicating that some members of state
medical boards, the organizations that license
and discipline physicians, appear to have atti-
tudes and beliefs that conflict with the use of
opioids for treatment of pain.? These attitudes
may be reflected in the policies issued by a
state medical board, as well as in a board’s en-
forcement procedures. Indeed, some board
policies have contained statements and recom-
mendations that discourage the use of opioid
analgesics for pain management.

There is a need for state medical boards to
adopt policies that encourage adequate pain
management and dispel physicians’ fears of be-
ing disciplined, in keeping with accepted med-
ical practice. Adoption and dissemination of
such policies can play an important role in
modifying physicians’ knowledge, beliefs, and
practices concerning the treatment of pain
with opioid analgesics. It is important to note
that national organizations such as the Ameri-
can Medical Association? and the Federation
of State Medical Boards in the United States
(FSMB)?7 have advocated a non-legislative ap-
proach to promoting the use of controlled sub-
stances for pain management, which is the fo-
cus of this paper. In addition, some state
statutes may hinder appropriate pain manage-
ment by containing additional restrictions or
requirements on prescribing opioid analge-
sics, -2 superceding the authority of state
medical boards to regulate medical practice.?”

Over the last decade, a program of research,
education and policy evaluation was under-
taken by the Pain Policy Studies Group (PPSG)
with state medical boards and national pain as-
sociations to address physicians concerns about

regulatory scrutiny. The program was devel-
oped in several stages, beginning with a na-
tional survey of state medical board members
and followed by educational workshops for
board members, evaluation of medical board
policies, and technical assistance to develop
model state medical-regulatory guidelines for the
use of controlled substances in pain manage-
ment. Taken together, these efforts demonstrate
that regulatory agencies are making efforts to
recognize the importance of pain manage-
ment with opioids, for cancer and non-cancer
conditions.

Physician Concern About
Regulatory Scrutiny

A 1990 survey of oncologists studied the rea-
sons for inadequate cancer pain management
and found that 18% rated excessive regulation
of analgesics as one of the top four barriers.?
Indeed, oncologists in several states had been
investigated and prosecuted for prescribing opi-
oids to cancer patients (who were by then de-
ceased). Eventually the charges were dismissed,
but these events reached the news media, in-
cluding being described in a cancer journal.*!

A 1991 survey of Wisconsin physicians found
that more than half would at least occasionally
reduce dose, quantity or refills, or prescribe a
drug in a lower schedule due to fear of regula-
tory scrutiny.? These physicians’ concerns about
investigation were least when opioids were pre-
scribed for acute pain, but increased if pre-
scribing was for chronic cancer pain; concern
was greatest if prescribing was for chronic pain
not related to cancer, or for patients with a his-
tory of drug abuse.

In that same year, 40% of surveyed physician-
members of the American Pain Society (APS)
said that concerns about regulatory scrutiny,
rather than medical reasons, led them to avoid
prescribing opioids for chronic non-cancer
pain patients.?® In a national survey of physi-
cians, some respondents reported that regula-
tory pressure restricted their use of opioids for
patients with chronic non-cancer pain.® In-
deed, the use of opioid analgesics for chronic
non-cancer pain has been controversial®3+35
and actively discouraged by some in both the
pain and regulatory communities. More recently,
clinicians, researchers, and regulators have be-
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gun to reexamine the use of opioids for
chronic non-cancer pain, including treatment
efficacy, potential of adverse pharmacologic ef-
fects, and abuse and addiction liability, con-
cluding that there is a role for opioids in care-
fully-selected patient populations.®-7-36:37

Research and Education with State
Medical Boards

In response to these findings, in 1991 the
PPSG surveyed all the members of state medi-
cal boards to assess whether board members’
knowledge and attitudes could pose a threat to
physicians who prescribe opioids for manage-
ment of chronic cancer and non-cancer pain.?
With the cooperation of the FSMB, a confiden-
tial pre-tested questionnaire was mailed to all
627 state medical board members in the U.S. A
50% response rate was achieved. Respondents
represented 49 states, with a mean of six re-
spondents per state. Physicians, public mem-
bers, and other health-care practitioners were
surveyed; 79% of the respondents were physi-
cians and 15% were public members.

To directly address the validity of physicians’
fears of regulatory scrutiny, board members
were asked their opinions about the legality
and medical acceptability of prescribing opi-
oids for more than several months to patients
with different diagnoses, including a patient
with chronic cancer pain and a patient with
chronic non-cancer pain. The respondent could
indicate whether the prescribing practice was:
(1) lawful and generally acceptable medical
practice, (2) lawful but generally not accept-
able and should be discouraged, (3) probably
a violation of state medical laws or regulations
and should be investigated, (4) probably a vio-
lation of federal or state controlled substances
laws and should be investigated, or (5) that the
respondent did not know the legality of ex-
tended opioid prescribing. It is important to
note that, while federal drug enforcement pol-
icy recognizes that the use of opioids for pain
including for patients with chronic disorders is
lawful, it remains the province of the states to
determine what constitutes legitimate medical
practice.?!:38:39

While most respondents agreed that the pre-
scribing of opioids for the cancer patient was le-
gal and generally acceptable medical practice,
only 12% were confident in the legality of pre-

scribing for the patient with chronic non-cancer
pain; the majority of respondents (77%) would
discourage this practice or even investigate it as
a violation of law. It is of interest that the me-
dian year in which the physician-board mem-
bers received their medical training was 1961,
before pain treatment became a clinical science,
before pain relief had become a public health
priority, and well before the growing recogni-
tion that opioids could be used for patients with
chronic non-cancer pain. There were also defi-
ciencies in board members’ knowledge about
the extent to which cancer pain can be relieved,
appropriate pharmacologic treatments for mod-
erate to severe cancer pain, and the meaning
and incidence of addiction when opioids are
used to manage pain. Public members were
more likely to indicate that they did not know
the answers to survey items.

The survey results showed a clear need to up-
date medical board members’ knowledge about
pain management and public policy. The find-
ings were published in the FSMB journal, the
Federation Bulletin,®® in order to further a work-
ing relationship aimed at education, policy eval-
uation, and future research with the medical
boards. The PPSG initiated a series of seminars
for board members, believing that they would
want to know about recent developments in
pain management, and that they would respond
to other physicians’ concerns about being inves-
tigated for prescribing to treat chronic pain.

The PPSG and the FSMB cosponsored a se-
ries of 11 workshops on “Pain Management in
a Regulated Environment” between 1994 and
1998. The faculty for all workshops was consis-
tent, and included experts in pharmacology,
pain medicine, addiction medicine, and public
policy. Workshop content included the extent
of the pain problem, the reasons for inade-
quate management of pain including exagger-
ated fear of addiction and concerns about reg-
ulatory scrutiny, methods for the assessment
and treatment of pain, a review of recent ad-
vances in the understanding of pain physiology
and opioid pharmacology, and the status of
federal and state controlled substances and
professional practice law, regulations, and med-
ical board guidelines about the use of con-
trolled substances for pain management.*

A total of 297 representatives of state medi-
cal boards signed up to participate in any one
of the 11 one-day workshops; the participants



Vol. 23 No. 2 February 2002

Medical Board Pain Policy: A Decade of Change 141

represented 40 states and approximately 25%
of the total board member population.*’ Par-
ticipants in the workshops included both physi-
cian and public members, as well as some in-
vestigators, attorneys, and administrative staff.
All participants completed a pre-test, post-test,
and follow-up survey to evaluate changes in
knowledge and attitudes as a result of their in-
volvement in the workshops.*’

Evaluation of State Medical
Board Policy

In the next phase of the program, the qual-
ity of state medical board policies was evalu-
ated to better understand the potential for
these policies to pose a threat to physicians
who prescribe controlled substances for pain
management. Medical board policies and guide-
lines express the attitude of the board regard-
ing controlled substances and pain manage-
ment. By 1990, few medical boards had adopted
policies relevant to controlled substances and
the treatment of pain; most of these early poli-
cies were eventually superceded by new poli-
cies.® By 2000, more than half of the state
medical boards had adopted pain guidelines
(see Fig. 1). The full text for the medical board
policy in each state can be found at: http://
www.medsch.wisc.edu/painpolicy/matrix.htm.

A team analysis approach! with three re-
searchers was used to evaluate guidelines and
policy statements that had been adopted in 24
states between 1989 and 1997, the most recent
year for which policies were available when this
study was begun (see Table 1). Each policy was
rated according to several criteria, including

Number of policies
40
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Fig. 1. The cumulative trend in the number of pain
management or controlled substances policies adopted
by state medical boards in the United States from
1989 to 2000.

whether the guidelines: (1) contained a stated
purpose to address concerns about regulatory
scrutiny, encourage pain management, and en-
courage physicians to become knowledgeable
about pain management; (2) recognized the
medical use of opioids for pain, including chronic
non-cancer pain; and (3) recognized that cer-
tain restrictions or requirements could interfere
with prescribing opioids for pain management.

The raters’ evaluations of the items found in
each policy were compared to determine the
extent of discrepancy, i.e., when raters had dif-
ferent responses. There was an initial agree-
ment of 86% among raters, suggesting high
“reproducibility” (p. 17).** For each discrep-
ancy, the reasons were determined and a con-
sensus was achieved and recorded. Percentages
were calculated to represent the extent that
each item was present in each policy.

Stated Purpose of the Policy

Fifty-four percent of the 24 policies (13 states)
recognized physicians’ concerns about regula-
tory scrutiny but only 33% (8 states) actually ad-
dressed the concerns by providing guidelines or
principles the board uses to distinguish legiti-
mate from questionable prescribing practices.
Thirty-eight percent of the guidelines (9 states)
included statements that encouraged pain man-
agement; 46% (11 states) provided physicians
with sources of information about pain manage-
ment, such as the Agency for Health Care Policy
and Research clinical practice guidelines or the
consensus statement by the APS and the Ameri-
can Academy of Pain Medicine (AAPM).

Recognition of Medical Uses for Opioids
Thirty-eight percent of the guidelines (9 states)
recognized the appropriateness of using opioids
for cancer pain; 46% (11 states) recognized that
opioids may be used for chronic non-cancer

Table 1
Twenty-Four States Represented in Content
Evaluation of Medical Board Policies

Alaska Massachusetts Rhode Island
Arizona Minnesota Tennessee
California Montana Texas
Colorado New Mexico Utah

Florida North Carolina Vermont
Georgia Ohio Washington
Idaho Oklahoma West Virginia
Maryland Oregon Wyoming
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pain. For example, a medical board policy state-
ment from North Carolina stated that:

It should be understood that the Board rec-
ognizes opioids can be an appropriate treat-
ment for chronic pain (p. 2).%

Twenty-one percent of the guidelines (5 states)
stated the principle that pain management, in-
cluding the use of opioid analgesics, should be
considered a part of quality medical practice. For
example, Washington’s policy contains a state-
ment that directly addresses this issue:

Under generally accepted standards of medi-
cal practice, opioids may be prescribed for
the treatment of acute or chronic pain in-
cluding chronic pain associated with cancer
and other non-cancer conditions (p. 1).*

Additional Requirements and Restrictions
Several state medical boards had policies
that created potential barriers to pain manage-
ment because they placed additional and ap-
parently inflexible restrictions on a physician’s
ability to make an independent medical deci-
sion about the use of opioid analgesics that
should be based on the physician’s expertise
and the individual characteristics of the pa-
tient. These restrictions fell into two groups:
Those that require in every case that opioids be
used only after other treatments, and those
that require consultation with an expert in ev-
ery case involving a patient with a history of sub-
stance abuse. Two states (8%) required that
other treatments be attempted before opioids
are used for chronic non-cancer pain. For ex-
ample, an Ohio medical board policy state-
ment indicates that treatment of chronic pain
with opioid analgesics can begin only when:

There is documentation that pain cannot be
adequately controlled by other treatment
methods such as, but not limited to behavior
modification, non-narcotic medications, physical
therapy, TENS, manipulation, and other forms
of recognized treatment (pp. 4-5).%

While trials of non-opioid treatments are
certainly reasonable, it is unclear how many
treatments a physician should require of the
patient in order to avoid possible discipline, or
what should be done in the case of a patient’s
need for immediate pain relief. Such require-
ments may delay pain management, increase

the costs of treatment, and marginalize opioids
as a treatment of last resort.

Nine guidelines (47%) appeared to man-
date consultation with another physician when
the patient has a history of substance abuse:

The management of pain in patients with a
history of substance abuse requires extra
care, monitoring, documentation and con-
sultation with addiction medicine special-
ists...(p. 1).1

Assessment of patients for a history of sub-
stance abuse is very important, but requiring a
consultation in every case may not be neces-
sary, especially when the physician is well-
trained or an expert. However, the failure to
meet this requirement could result in a disci-
plinary proceeding.

The evaluation of state medical board poli-
cies showed that there was a lack of clear and
consistent purpose, and considerable variation
in policy content across states.*’” Only some
policies encouraged better pain management,
addressed physicians’ concerns about regula-
tory scrutiny, or clarified the board’s view of
the role of opioids in pain management.?® The
analysis was presented to the FSMB, which
used it to inform a process that was begun to
study and improve the content and consistency
of state medical board pain policies.

The Development of Model Guidelines
for State Medical Boards

In 1997, the FSMB convened a task force of
pain, policy, and regulatory experts to develop
“Model Guidelines for the Use of Controlled
Substances for the Treatment of Pain,”?” which
could be given to all state medical boards for
their consideration. A draft was prepared, taking
advantage of the PPSG’s policy evaluation and in-
corporating exemplary language from several
state medical boards’ policies.* The FSMB spon-
sored a public forum to receive comments on the
draft from a variety of medical and pain organiza-
tions, state medical boards, and patient advocacy
groups.”® A representative of the U.S. Drug En-
forcement Administration (DEA) presented a
written statement which said in part:

The guidelines will help physicians comply
with acceptable pain management standards
and will help DEA and other regulators de-
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termine whether such treatment is appropri-
ate under the circumstances. Perhaps most
importantly, the guidelines will help ensure
patient access to needed controlled sub-
stances for pain management (p. 4).%

The Model Guidelines contain language that
clearly recognizes the medical uses of con-
trolled substances for pain, encourages physi-
cians to provide adequate pain management
for all patients, recognizes and addresses fear
of regulatory scrutiny, and encourages physi-
cians to update their knowledge about pain
management (see Table 2). In addition, the
Model Guidelines present guidelines for pre-
scribing controlled substances that are based
on the general principles of good medical prac-
tice, which include having a bona fide physi-
cian-patient relationship, physical examination,
diagnosis, treatment plan, informed consent, pe-
riodic monitoring, documentation, consultation
as needed, and adherence to federal and state
laws concerning controlled substances. The
Model Guidelines recognize that opioids can
be appropriate for pain control even when a
person has a history of substance abuse, and
recommend the use of a written agreement
outlining patient responsibilities and monitor-
ing of medication use. Up-to-date definitions
are provided for key terms that are commonly
misused, including addiction, tolerance and
physical dependence. A relatively new concept,
“pseudoaddiction,”™ is defined in order to
draw attention to the importance of distin-
guishing between patients who request more

pain medications because their pain is inade-
quately managed, and persons who seek drugs
for other than legitimate purposes.

The Model Guidelines do not contain un-
warranted additional requirements or restric-
tions. Indeed, they are explicitly flexible:

Each case of prescribing for pain will be eval-
uated on an individual basis. The board will
not take disciplinary action against a physi-
cian for failing to adhere strictly to the provi-
sions of these guidelines, if good cause is
shown for such deviation. The physicians
conduct will be evaluated to a great extent
by the treatment outcome, taking into ac-
count whether the drug used is medically
and/or pharmacologically recognized to be
appropriate for the diagnosis, the patient’s
individual needs—including any improve-
ment in functioning—and recognizing that
some types of pain cannot be completely re-
lieved. (p. 2)%7

The Model Guidelines were unanimously
adopted by the Federation’s House of Dele-
gates on May 2, 1998. Subsequently, they were
endorsed by the APS and the AAPM.*® The
Model Guidelines represent an emerging con-
sensus among groups representing the per-
spectives of pain management, regulation, and
drug law enforcement about the medical use
of controlled substances for the treatment of
pain. The intention of the FSMB is that the
Model Guidelines be considered and acted
upon by all state medical boards.?” The Model

Table 2
Selected Provisions of the Model Guidelines

® “The Board recognizes that controlled substances, including opioid analgesics, may be essential in the treatment of acute pain
due to trauma or surgery and chronic pain, whether due to cancer or non-cancer origins.” (p. 1)

® “The Board encourages physicians to view effective pain management as a part of quality medical practice for all patients with
pain, acute or chronic, and it is especially important for patients who experience pain as a result of terminal illness.” (p. 1)

* “Inadequate pain control may result from physicians’ lack of knowledge about pain management or an inadequate
understanding of addiction. Fears of investigation or sanction by federal, state, and local regulatory agencies may also result in
inappropriate or inadequate treatment of chronic pain patients.” (p. 1)

¢ “Physicians should not fear disciplinary action from the Board or other state regulatory or enforcement agency for prescribing,
dispensing, or administering controlled substance, including opioid analgesics, for a legitimate medical purpose and in the
usual course of professional practice.” (p. 2)

® “The Board will judge the validity of prescribing based on the physician’s treatment of the patient and on available
documentation, rather than on the quantity and chronicity of prescribing.” (p. 2)

* “All physicians should become knowledgeable about effective methods of pain treatment. . . Physicians are referred to the U.S.
Agency for Health Care [Policy] and Research Clinical Practice Guidelines for a sound approach to the management of acute
and cancer-related pain. The medical management of pain should be based on current knowledge and research and includes
the use of both pharmacologic and non-pharmacologic modalities.” (p. 1)

Source: Federation of State Medical Boards of the United States, Inc. Model Guidelines for the Use of Controlled Substances for the Treatment of Pain. Eu-
less, TX; May 1998.
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Guidelines are available on the FSMB Web site
at http://www.fsmb.org. The Model Guide-
lines, endorsements of the Model Guidelines,
as well as all state medical board policies and
state laws governing the use of controlled sub-
stances for pain management, are available on
the PPSG Web site at http://www.medsch.wisc.
edu/painpolicy/matrix.htm.

Discussion

That physicians fear they will be investigated
for writing excessive opioid prescriptions has been
described as an “unwritten doctrine” (p. 257).5!
Although opioid analgesics have been regarded
as the mainstay of treatment for pain related to
surgery and trauma for many years, national en-
couragement of their use for cancer pain did
not occur until more recently.”* There is a
growing consensus supporting the use of opioids
in chronic non-cancer pain.>%’ These changes,
along with the advent of new information about
pain physiology, opioid pharmacology, and re-
vised conceptions of addiction and dependence,
represent new knowledge that needs to be in-
corporated into medical education and prac-
tice.?? It is essential that state medical policies
adapt to these changes.

The Model Guidelines provide a carefully
considered policy framework that can be used
by state medical boards to accomplish this
goal. However, many state medical boards have
yet to adopt the new guidelines, as recom-
mended by the FSMB.?” Since May of 1998, ten
state medical boards have adopted policies that
are substantially the same as the Model Guide-
lines: Alabama, Florida, Kansas, Minnesota,
Nebraska, Nevada, Pennsylvania, South Caro-
lina, South Dakota, and Utah. In addition, an-
other ten state medical boards have issued pol-
icies that use the Model Guidelines in part:
Arizona, Kentucky, Louisiana, Maine, Missouri,
New Hampshire, New York, Oklahoma, Ten-
nessee, and West Virginia. Most of the medical
boards from these states had at least one mem-
ber participate in the workshops on “Pain Man-
agement in a Regulated Environment.” Appar-
ently, the workshops provided not only a
rationale but an impetus for medical boards to
develop policy to encourage pain management
and to allay physicians’ fears about regulatory
scrutiny. Identifying all the catalysts for policy

development by state medical boards will re-
quire further study.

Conclusions and Recommendations

Successful elimination of physician fear of
regulatory scrutiny will depend in part on
achieving more balanced controlled substances
policies in each state (i.e., policies that aim not
only to prevent drug abuse but also acknowl-
edge the important medical uses of controlled
substances, in particular the opioid analge-
sics).?»5% The purpose is not to advocate the
use of opioids for all pain, but to encourage ef-
fective pain management, including the use of
opioids when appropriate.

We recommend that all state medical boards
adopt guidelines or policy statements (rather
than statutes) on the use of controlled sub-
stances for pain management, and ensure that
investigation and discipline of physicians is
consistent with board policy and does not in-
terfere with pain management. New state board
guidelines should be based on the FSMB Model
Guidelines. They should be disseminated to all
licensed physicians, and publicized through
the boards’ Web sites, newsletters, and press re-
leases. In addition, we urge that medical boards
cooperate with state boards of pharmacy and
nursing to coordinate and establish policies
that reflect a consensus of health-care profes-
sionals, as has been done in Washington, North
Carolina, West Virginia, and Kansas. Alterna-
tively, physicians could work with their medical
society to develop pain management policies,
which could then be endorsed by the state
medical board.

We encourage state medical societies to or-
ganize educational programs for physicians that
address pain management, regulatory require-
ments, medical board policies, and concerns
about regulatory scrutiny. Medical boards can
participate in such efforts, communicating di-
rectly with physicians and addressing their per-
ceptions of risk.

Despite dissemination of guidelines to licens-
ees, practitioners often remain unaware of new
policies in their state.*®3* Overcoming this
communication gap requires attention to ef-
fective communication strategies. The North
Carolina medical board has made great effort
to communicate its pain guidelines, and has
sponsored educational programs about pain
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and end-of-ife care for both the public and
professionals. Most medical boards have little
in the way of educational resources and will
need support. One strategy has been employed
by the Alabama Board of Medical Examiners
through joint sponsorship of educational events
with the state medical society. Approximately
75% of medical boards have sponsored Web
sites and newsletters; these can be used to in-
form licensed practitioners of the board’s pol-
icy to encourage pain management.

If the collective efforts of the pain manage-
ment and regulatory communities do not make
significant progress to eliminate fears of regu-
latory scrutiny, frustration with physicians who
do not provide adequate pain management
will mount and may lead to policies that penal-
ize inadequate pain management. Such policies
have already been discussed by the Institute of
Medicine and state medical boards.??? In-
deed, the Oregon Board of Medical Examiners
disciplined a physician for inadequate pain
management.”® In lieu of license revocation,
the Oregon Board required the physician to
participate in an intensive educational curricu-
lum about pain management.

We believe that education, not discipline,
should be the cornerstone of efforts to im-
prove pain management. However, it is axiom-
atic that if pain management is to be an ex-
pected part of quality medical practice, then
substandard pain management practice must
be subject to review and corrective action as in
any other area of medical practice.

The trends in state medical board policies
reported here are a reflection of increasing
concern about inadequate pain management.
Making real improvements in pain manage-
ment will require the proactive efforts of many
organizations. The contribution of state medi-
cal boards and other regulatory agencies is a
welcome addition.
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