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Chronic pain significantly affects  
100 million Americans.1,2 Pain ac-
counts for $560 to $635 billion in 

annual financial costs to society, including 
health care costs and loss of productiv-
ity (ie, days missed from work, hours of 
work lost, and lower wages).2,3 Although 
pain prevalence exceeds other chronic dis-
eases, such as diabetes mellitus, cancer, and 
heart disease, it lacks a sufficient body of 
evidence-based research and guidelines on 
the underlying mechanisms, valid methods 
of assessment, and comparative effective-
ness of treatments to effectively implement 
into clinical practice.2,4 Prevention and 
treatment of pain are often delayed, inac-
cessible, or inadequate.2 Primary care pro-
viders (PCPs) are most often sought for 
pain management and treat about 52% of 
chronic pain patients.2,3,5 Veterans are espe-
cially vulnerable to chronic pain and are at 
risk for inadequate treatment.2 

BACKGROUND
There is an epidemic of drug abuse 
and mortality from opioid prescrip-
tion medication.6 In the US, rates of 
overdose deaths from prescription opi-
oids were 6.1 per 100,000 for men and  
4.2 per 100,000 for women in 2017. Opioids 
were involved in 47,600 overdose deaths in 
2017, accounting for 67.8% of all drug over-
dose deaths.7

A large number of patients on long-term 
opioids have preexisting substance use dis-
orders and/or psychiatric disease, further 

complicating chronic pain management.8-10 
Prescription opioid use has been the precur-
sor for about 80% of people who are now 
heroin addicts.11 Iatrogenic addiction from 
prescription medications isn’t easily captured 
by standard addiction criteria. Consequently, 
in patients who are on opioid therapy for 
prolonged periods, separating complex opi-
oid dependence from addiction is difficult.12 
Improved addiction screening and risk mit-
igation strategies are needed along with ag-
gressive treatment monitoring to curb the 
opioid epidemic. 

Opioid Management in Primary Care 
The majority of opioid medications are pre-
scribed by PCPs, which is magnified in the 
US Department of Veterans Affairs (VA) 
health care system due to the high preva-
lence of service-related injuries.3,13 The VA is 
at the forefront of addressing the complexi-
ties of opioid addiction through several ini-
tiatives.14 The ability to offer the frequent 
visits needed to safely manage patients pre-
scribed opioids and the integration of men-
tal health and addiction treatment are often 
lacking in non-VA primary care clinics. 
Therefore, a key to solving the opioid cri-
sis is developing these capabilities so they 
can be delivered within the primary care set-
ting. There is substantial evidence in sup-
port of nonopioid alternatives to chronic 
pain management, including other phar-
macologic approaches, exercise, physical 
therapy, acupuncture, weight loss, smok-
ing cessation, chiropractic care, cognitive  
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behavioral therapy (CBT), and other inte-
grative health modalities. 

A 2009 VA directive mandated the devel-
opment of a comprehensive, integrated, sys-
temwide approach to pain management.15 
The VA Stepped-Care Biopsychosocial Model 
for Pain Management is dependent on timely 
access to secondary consultation from pain 
medicine, behavioral health, physical medi-
cine, and other specialty consultation.15

History of VHA SCAN-ECHO Model 
The Specialty Care Access Network– 
Extension for Community Health Outcomes 
(SCAN-ECHO) is a Veterans Health Admin-
istration (VHA) adaptation of a program that 
originated at the University of Mexico.16,17 
The SCAN-ECHO model uses a multisite 
videoconferencing network to provide spe-
cialty care consultations to PCPs and patient 
aligned care teams (PACTs). During the 60- 
to 90-minute weekly sessions, case presen-
tations are analyzed in real time so that over 
time, the PCPs gain knowledge, competency, 
and confidence in learning how to handle 
complex chronic conditions. 

Since its implementation, the SCAN-
ECHO program has been adopted across 
the VHA in a variety of specialties. One 
program, the SCAN-ECHO for Pain Man-
agement (SCAN-ECHO-PM) was imple-
mented in 7 VHA networks in 31 states, 

spanning 47 medical centers and 148 com-
munity-based outpatient clinics (CBOCs).18 
The SCAN-ECHO-PM program success-
fully conducted 257 multidisciplinary pain 
consultations between 2011 and 2013, re-
sulting in increased initiation of nonopioid 
medications.18 

The aim of this article is to describe the 
implementation of a multicomponent pri-
mary care-based pain clinic with a fully in-
tegrated mental health service and addiction 
service at the North Florida/South Geor-
gia Veterans Health System (NF/SGVHS). A 
practiced-based intervention of the biopsy-
chosocial model with robust patient engage-
ment has guided the development of the NF/
SGVHS pain clinic (Figure 1).4,19 

PAIN CLINIC
NF/SGVHS comprises the Malcom Randall 
and Lake City VA medical centers (VAMCs) 
hospitals, 3 satellite outpatient clinics, and  
8 CBOCs. Spanning 33 counties in North 
Florida and 19 counties in South Georgia, the  
NF/SGVHS serves more than 140,000 pa-
tients. In 2010, the Malcom Randall VAMC 
established a multidisciplinary primary care 
pain clinic to manage veterans at high-risk 
for noncancer chronic pain and addiction. 
The noncancer pain policy was revised after 
garnering support from stakeholders who 
treat chronic pain, including the chiefs of  

FIGURE 1 Biopsychosocial Model of Pain
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psychiatry, rehabilitation medicine, neuro-
surgery, psychology, interventional pain, 
pharmacy, nursing, addiction medicine, and 
primary care. The clinic is staffed by primary 
care physicians trained in internal medicine 
and family medicine and is structured with 
1-hour first visits, and 30-minute follow-up 
visits to allow enough time for comprehensive 
evaluation while meeting the needs for close 
follow-up support. 

All physicians in the clinic have buprenor-
phine prescribing credentials to aid in the 
management of opioid addiction, as some 
patients feel more comfortable receiving ad-
diction treatment in a primary care setting. 
The multimodal care model consists of sev-
eral services that include addiction psychi-
atrists, interventional pain specialists, pain 
psychologists, and pain pharmacologists 
who coordinate the care to the veterans. The 
addiction psychiatrists offer a full range of 
services with inpatient residential and outpa-
tient programs. Through recurring meetings 
with primary care pain clinic staff, the addic-
tion psychiatrists are available to discuss use 
of buprenorphine and arrange follow-up for 
patients with complex pain addiction. There 
is ongoing collaboration to develop the best 
care plan that meets the patient’s needs for 
chronic pain, addiction, and/or mental health 
issues. The interventional pain service has  
3 fellowship-trained pain care providers who 

deliver comprehensive evaluation, pharma-
cologic recommendations, and a full range of 
interventional and complementary therapies 
with an emphasis on objective functional im-
provement. Pain care providers offer alterna-
tives to patients who are being weaned from 
opioids and support the multidisciplinary pa-
tient engagement model. 

The pain psychology program, estab-
lished in 2011, delivers CBT to 5 onsite loca-
tions and 5 telehealth locations. The service 
includes an advanced CBT program and a 
couples CBT program. The pharmacy pain 
fellowship program provides staff for an out-
patient e-consult pain management service 
and an inpatient pharmacy consult service. 
Harnessing pain specialty pharmacists, the 
pharmacy service addresses pharmacokinetic 
issues, urine drug screen (UDS) results, opi-
oid tapering and discharge planning for pain, 
addiction and mental health needs. The NF/
SGVHS Primary Care Pain Clinic was es-
tablished to support PCPs who did not feel 
comfortable managing chronic pain patients. 
These patients were typically on high-dose 
opioid therapy (> 100-mg morphine equiv-
alent daily doses [MEDDs]); patients with 
a history of opioid addiction; patients with 
an addiction to opioids combined with ben-
zodiazepines; and patients with comorbid 
medical issues (eg, sleep apnea), which com-
plicated their management. The process of 

FIGURE 2 Opioid Reduction Rates, 2012 to 2017a
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addressing opioid safety in these complex 
pain patients can be labor intensive and gen-
erally cannot be accomplished in a brief 
visit in a primary care setting where many 
other medical problems often need to be  
addressed. 

Most patients on high-dose opioids are 
fearful of any changes in their medications. 
The difficult conversation regarding opioid 
safety is a lengthy one and frequently will 
occur over multiple visits. In addition, safely 
tapering opioids requires frequent follow-up 
to provide psychological support and to ad-
dress withdrawal and mental health issues 
that may arise. As opioids are tapered, the 
clinic reinforces improved pain care through 
a multimodal biopsychosocial model. All vet-
erans receiving pain care outside the VA are 
monitored annually to assure they are receiv-
ing evidence-based pain care as defined by 
the biopsychosocial model. 

Education 
Since 2011, the NF/SGVHS SCAN-ECHO 
pain and addiction educational forum has 
created > 50 hours of approved annual con-
tinuing medical education (CME) on pain 
management and addiction for PCPs. Ini-
tially, the 1-hour weekly educational audio-
conferences presented a pain management 
case along with related topics and involved 
specialists from interventional pain, physi-
cal therapy, psychiatry, nursing, neurology, 

and psychology departments. In 2013, in 
conjunction with the VA SCAN-ECHO pro-
gram of Hunter Holmes McGuire VAMC in 
Richmond, Virginia, and Walter Reed Na-
tional Military Medical Center in Bethesda, 
Maryland, the audioconference was ex-
panded to 2 days each week with additional 
topics on addiction management. Residency 
and fellowship rotations were developed 
that specifically targeted fellows from psy-
chiatry, pharmacology, and interventional 
pain departments.

Currently, an 8-session pain school is de-
livered onsite and at 7 telehealth locations. 
The school is a collaborative effort involving 
interventional pain, psychology, pharmacy, 
nutrition, and the primary care pain clinic 
staff. As the cornerstone of the program, the 
pain school stresses the biopsychosocial pa-
tient engagement model. 

Program Evaluation 
The VA is equipped with multiple telehealth 
service networks that allow for the deliv-
ery of programs, such as the pain school, a 
pain psychology program, and a yoga pro-
gram, onsite or offsite. The VA Computer-
ized Patient Record System (CPRS) manages 
electronic health records, allowing for rapid 
chart review and e-consults. The NF/SGVHS 
Pain Management Program provides about  
1500 e-consults yearly. The CPRS includes 
templates with pain metrics to help PCPs  

FIGURE 3 NF/SGVHS Opioid Prescription Trends, 2012-2017
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FIGURE 4 Morphine Equivalent Daily Dose Reduction Over Time
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deliver pain care more efficiently and evaluate 
performance measures. This system also al-
lows for the capture of data to track improve-
ments in the care of the veterans served. 

From 2012 to 2017, more than 5000 NF/
SGVHS patients were weaned from opioids. 
Overall, there was an 87% reduction in pa-
tients receiving opioids (> 100-mg MEDDs) 
within the NF/SGVHS, which is significantly 
more than the 49% seen nationally across 
the VHA (Figure 2). Percent reduction was 
calculated by taking the difference in num-
ber of patients receiving opioids in 2012 and 
2017, dividing by the number of patients re-
ceiving opioids in 2012 and multiplying by 
100. The largest proportion of opioid dose 
reductions for NF/SGVHS and VHA pa-
tients, respectively, were seen in 300-mg to  
399-mg MEDDs (95% vs 67%, respectively); 
followed by ≥ 400-mg  MEDDs (94% vs 71%, 
respectively); 200-mg to 299-mg MEDDs 
(91% vs 58%, respectively); and 100-mg to 
199-mg MEDDs (84% vs 40%, respectively). 
When examining NF/SGVHS trends over 
time, there has been a consistent decline in 
patients prescribed opioids (18 223 in 2012 
compared with 12 877 in 2017) with similar 
trends in benzodiazepine-opioid combination 
therapy (2694 in 2012 compared with 833 in 
2017) (Figure 3). 

Similar declines are seen when pa-
tients are stratified by the MEDD (Fig-
ure 4). From 2012 to 2017, 92% of the 
patients were successfully tapered off 
doses ≥ 400-mg MEDD (2012, n = 72; 

2017, n = 6), and tapered off 300-mg to 
399-mg MEDD (2012, n = 107; 2017,  
n = 5); 95% were tapered off 200-mg to  
299-mg MEDD (2012, n = 262; 2017, n = 
22); and 86% were tapered off 100-mg to 
199-mg MEDD (2012, n = 876; 2017; n = 
127). 

CONCLUSION 
Successful integration of primary care with 
mental health and addiction services is par-
amount to aggressively taper patients with 
chronic pain from opioids. There is evi-
dence that drug dependence and chronic 
pain should be treated like other chronic 
illness.20 Both chronic pain and addiction 
can be treated with a multidimensional self-
management approach. In view of the high 
incidence of mental health and addiction 
associated with opioid use, it makes sense 
that an integrated, 1-stop pain and addic-
tion clinic that understands and addresses 
both issues is more likely to improve pa-
tient outcomes. 
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