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Abstract
Objective To examine the factors associated with FPs’ referrals of patients with chronic noncancer pain to a tertiary 
care pain clinic.

Design A questionnaire-based survey; data were analyzed using univariate methods.

Setting A tertiary care pain clinic in Toronto, Ont.

Participants All FPs who referred patients to the clinic between 2002 and 2005.

Main outcome measures  Variables explored included FPs’ sex, age, and ethnic background, ethnicity of 
patient groups seen, and FPs’ rationale or barriers influencing referrals to 
specialized pain clinics.

Results  The response rate was 32% (47 of 148 FPs). There were no 
statistically significant differences between respondents and 
nonrespondents in sex, age, duration of practice, and university of 
graduation, or between the variables of interest and the referral patterns 
of those who did respond. The mean age of respondents was 50 years; 
47% of the FPs identified themselves as Canadian; and one-third of the 
respondents indicated that they referred more than 30 patients to pain 
clinics each year. The 3 most frequently cited reasons prompting referral 
to pain clinics were requests for nerve blocks or other injections, desire 
for the expertise of the program, and concerns about opioids; the 3 most 
prevalent barriers were long waiting lists, patient preference for other 
treatments, and distance from the clinic.

Conclusion  Although the results of our survey of FPs identify certain 
barriers to and reasons for referring patients to pain clinics, the results 
cannot be generalized owing to the small sample of FPs in our study. 
Larger studies of randomly selected FPs, who might or might not refer 
patients to pain clinics, are needed to provide a better understanding of 
chronic noncancer pain management needs at the primary care level.

EDITOR’S KEY POINTS
• Chronic noncancer pain is a considerable 
health issue, and primary care physicians 
report that they do not have the expertise, 
time, or appropriate remuneration 
necessary to manage chronic pain 
adequately. Thus, many FPs refer patients 
to pain clinics, as this study demonstrates: 
about half of the FPs surveyed referred 
more than 10 patients a year to pain 
clinics.

• One of the main reasons for referring 
patients to pain clinics was for nerve 
blocks, even though the evidence does not 
support the effectiveness of this therapy. 
Further, patients can become reliant on 
these injections and fail to address the 
underlying causes of chronic pain. In 
addition, the cost to provincial health 
plans and third-party payers for these 
treatments is substantial.

• Concern about prescribing opioids was 
another common reason for referral. 
Although it seems that FPs often turn to 
pain clinics for their expertise in managing 
patients taking opioids, respondents also 
identified concern that some pain clinics 
would prescribe high-dose opioids as a 
barrier to referral.
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Résumé
Objectif Déterminer les facteurs qui font que les MF dirigent des patients souffrant de douleurs chroniques non 
cancéreuses vers des cliniques de la douleur des soins tertiaires.

Type d’étude Enquête sous forme de questionnaire; les données ont fait l’objet d’une analyse univariée.

Contexte  Une clinique de la douleur des soins tertiaires à Toronto, 
Ontario.

Participants Tous les MF qui ont dirigé des patients à la clinique entre 
2002 et 2005.

Principaux paramètres à l’étude Les variables étudiées comprenaient 
le sexe, l’âge et l’origine ethnique des MF, l’ethnicité des groupes de 
patients vus et les raisons favorables ou défavorables au fait de diriger des 
patients à une clinique spécialisée pour la douleur.

Résultats Le taux de réponse était de 32 % (47 sur 148 MF). Il n’y avait 
pas de différence statistiquement significative entre répondants et non-
répondants pour ce qui est du sexe, de l’âge, de la durée de pratique et de 
l’université fréquentée, ni entre les différents niveaux d’intérêt des non-
répondants et leur façon de diriger les patients aux cliniques de la douleur. 
L’âge moyen des répondants était de 50 ans; 47 % des MF ont déclaré 
être canadiens; et un tiers des répondants ont dit avoir dirigé plus de 30 
patients par année à des cliniques de la douleur. Les 3 raisons les plus 
fréquemment citées pour avoir recours aux cliniques de la douleur étaient 
les demandes de blocs nerveux ou d’un autre type d’injection; vouloir 
profiter de l’expertise du programme; et les préoccupations au sujet des 
opiacés. Les 3 obstacles les plus souvent cités étaient les longues listes 
d’attente; la préférence des patients pour d’autres traitements; et la 
distance de la clinique.

Conclusion  Même si cette enquête auprès de MF identifie certaines 
raisons et certains obstacles au fait de diriger des patients aux cliniques 
de la douleur, le petit nombre de MF consultés nous empêche de 
généraliser ces résultats. Des études plus larges avec des MF choisis 
au hasard, qui pourraient ou non diriger des patients à des cliniques de 
la douleur, seront nécessaires pour mieux comprendre les besoins de 
traitement de la douleur chronique non cancéreuse au niveau des soins 
primaires.

Points de repère du rédacteur
• La douleur chronique non cancéreuse 
est un important problème de santé et 
les médecins de première ligne disent 
n’avoir ni l’expertise, ni le temps, ni la 
rémunération qu’il faut pour bien traiter 
la douleur chronique. C’est pourquoi 
plusieurs MF dirigent leurs patients vers 
des cliniques de la douleur, comme le 
montre cette étude : environ la moitié des 
MF consultés ont dirigé plus de 10 patients 
par année à des cliniques de la douleur.

• Une des principales raisons pour diriger 
des patients à des cliniques de la douleur 
était pour y recevoir des blocs nerveux, 
même s’il y a peu de preuves de l’efficacité 
de ce type de traitement. En outre, les 
patients risquent de trop compter sur ces 
injections, négligeant alors de s’attaquer 
à la cause responsable de la douleur 
chronique. Ajoutons que ces traitements 
imposent des coûts importants aux 
programme de santé provinciaux et aux 
tiers payeurs.

• Une autre raison fréquemment invoquée 
pour diriger les patients à ces cliniques était 
une inquiétude à propos de la prescription 
d’opiacés. Même s’il semble que les MF 
ont souvent recours aux cliniques de la 
douleur pour leur expertise avec les patients 
traités aux opiacés, les répondants ont 
aussi mentionné comme obstacle à l’envoi 
de patients à ces cliniques la crainte que 
certaines cliniques de la douleur prescrivent 
de fortes doses d’opiacés.

Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2011;57:e106-12
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Chronic pain in the Western world is a considerable 
health issue, not only associated with the indi-
vidual suffering of those afflicted, but also affect-

ing health care providers and the community at large. 
Between 18%1 and 29%2 of Canadian adults experience 
chronic pain, and more than 40% to 50% of chronic pain 
patients seen in routine practice fail to acquire adequate 
relief.3

It has been shown that patients with chronic con-
ditions prefer to receive services in primary care 
settings.4 However, primary care physicians find man-
agement of chronic noncancer pain (CNCP) difficult.5 
Reasons include inadequate training in chronic pain 
management,6 lack of time, and lack of remuneration. 
Furthermore, primary care physicians lack resources for 
more complex cases and might refer patients to pain 
clinics for comprehensive care.

Studies have shown that there are inequalities in 
how patients are referred to specialists in general.7 
Barriers emanating from physicians themselves relate 
to patients’ socioeconomic status, race, ethnicity, and 
sex.8-12 Barriers originating from patients include fear of 
hospitals, operations, medical tests, and diagnostics, as 
well as a lack of knowledge about treatment options or 
what the referral actually means.13

Currently there is a dearth of research examining 
factors influencing primary care physicians’ referrals to 
pain clinics. Our survey-based study focused on Ontario 
FPs’ attitudes toward and perceptions of the types of 
patients they see and the reasons why they refer or do 
not refer their patients to chronic pain clinics.

METHODS

All FPs working in Ontario who referred at least 1 CNCP 
patient to the Comprehensive Pain Program (CPP), a ter-
tiary care pain clinic at the Toronto Western Hospital of 
the University Health Network, between January 2002 
and December 2005, were included. The study was 
approved by the Research Ethics Board of the University 
Health Network.

Subjects were invited to participate in this cross-
sectional study by completing a concise questionnaire 
examining their experiences with pain clinics and atti-
tudes about referrals to such pain clinics in general. 
The questionnaire included questions on the physicians’ 
identification with particular ethnic groups; demograph-
ics (age and sex); their estimate of the proportion of 
various ethnic groups among their patients; percep-
tions about which patient groups appeared to com-
plain more of pain; reasons for referring patients to 
chronic pain clinics in general; and the barriers and 
obstacles encountered in making such referrals. Survey 
subjects were also asked to estimate the number of 

CNCP patients they had cared for in the past year and 
how many patients they referred to chronic pain practi-
tioners or pain clinics in a year. Physicians were asked 
to select the ethnic group that they “principally iden-
tify” with from a list of ethnic identifiers derived from 
country classifications from the 2005 World Population 
Data Sheet.14 Details of the classification have been pub-
lished elsewhere.15 Of note, ethnic identification is not 
equivalent to country of birth but encompasses a wider 
concept. Demographic characteristics of the surveyed 
physicians were additionally retrieved from the College 
of Physicians and Surgeons of Ontario (CPSO) web-
site and included sex, university of graduation, year of 
graduation, medical degree, field of practice, and univer-
sity appointments. 

A consent form was mailed with the questionnaire, 
explaining the goals of the study and the reasons for 
participation. Each subject was contacted by regular 
mail and had the option of returning the questionnaire 
in an enclosed prepaid envelope or filling out the ques-
tionnaire online. A follow-up telephone call to each 
physician’s office was made as a reminder and to con-
firm that the correct mailing address had been used.

The questionnaire was developed by the authors 
based on previous research, clinical experience, and 
published studies. Face validity and appropriateness 
of the questionnaire were confirmed with pretesting 
among a small number of FPs at the Toronto Western 
Hospital.

Data were analyzed using 2-sided Fisher exact tests, 
2-sided Mann-Whitney U statistics, and ANOVA (analy-
sis of variance) with Bonferroni post hoc method. All 
data analyses were carried out using Statistical Analysis 
System software, version 9.1.

RESULTS

Of the 148 FPs who were invited to participate, 47 
responded to our survey (response rate of 32%). Most of 
the FPs (58%) worked in the greater Toronto area, which 
is the most populous metropolitan area in Canada; only 
37% worked outside the greater Toronto area, with a 
maximum driving distance of 452 km from the CPP. Of 
note, the number of responses for each question is not 
identical, as not all questions were answered by all 
physicians.

Respondents versus nonrespondents
Based on the information obtained from the CPSO, we 
did not find statistically significant differences between 
the 47 respondents and the 101 nonrespondents in 
sex distribution (women comprised 45% of respond-
ents and 35% of nonrespondents), time since graduation 
(mean [SD] time in clinical practice 22.4 [1.1] years for 
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respondents vs 21.1 [1.5] years for nonrespondents), and 
proportion of FPs who graduated from a Western univer-
sity (79% of respondents vs 87% of nonrespondents).

Respondent characteristics
Of the 47 respondents, 26 were men (55%) and 21 were 
women (45%). The age of the respondents ranged from 
29 to 73 years (mean age 48.6 years), and two-thirds 
of the FPs were between 36 and 55 years of age. More 
than half of respondents (26 of 47) had been practising 
for at least 20 years. A total of 47% of the FPs (22 of 47) 
identified themselves as Canadian, and the remainder 
identified themselves with other ethnic groups, particu-
larly European (28%, 13 of 47) and Asian (13%, 6 of 47). 
There was no apparent association between the number 
of CNCP patients seen yearly and FPs’ ethnic identifica-
tion. Based on information from the CPSO physicians’ 
directory, 41 of 47 (87%) respondents had graduated 
from Western (almost exclusively Canadian) universities, 
despite the fact that less than half identified themselves 
as Canadian.

Patient characteristics
A total of 70% of respondents (33 of 47) identified 
Canadian patients as the group they saw most fre-
quently, irrespective of the FPs’ own ethnic identification. 
Only a minority of FPs indicated that the most prevalent 
ethnic patient group attending their practices was other 
than Canadian, ie, British (3 of 47 respondents, 6%), and 
Portuguese, Greek, Italian, Caribbean, Bangladeshi, or 
Indo-Pakistani patients (1 of 47 responders for each eth-
nic category for a total of 13%).

Less than one-third of FPs responded to the ques-
tions about which patients (based on sex, age group, or 
ethnic group) they thought were more or less prone to 
developing chronic pain. The number of respondents 
varied from 8 to 18 for each question and identified 
female patients of Canadian origin, 40 to 60 years of age, 
as more vulnerable to developing chronic pain, while 
Asian men were identified as the patient group least sus-
ceptible to developing chronic pain.

Factors associated with number of referrals
Only 13% of the respondents (6 of 46) indicated that 
they had fewer than 10 chronic pain patients in their 
practices yearly. More than half of the physicians 
(52%, 24 of 46) had 11 to 30 CNCP patients in their 
practices yearly; 15% (7 of 46) had 31 to 50 CNCP patients; 
and 20% (9 of 46) had more than 50 CNCP patients in their 
practices yearly. The more CNCP patients a physician saw, 
the less he or she tended to refer them to pain clinics: 
76% of FPs seeing 11 to 30 CNCP patients yearly, 57% of 
those with 31 to 50 CNCP patients yearly, and 44% with 
more than 50 CNCP patients yearly, referred fewer than 
10 of those patients to pain clinics. This trend did not,  

however, reach statistical significance. The number of 
CNCP patients referred to pain clinics was not associated 
with FPs’ age (P = .616), sex (P > .99), ethnicity (P = .238), 
university of graduation (P = .096), or length of time in 
practice (P = .996).

Preferences for types of pain clinics or 
practitioners
More than half of respondents to this question 
(23 of 41, 56%) ranked university-based hospital pain 
clinics as their preference, while 37% (15 of 41) ranked 
individual pain clinicians or community clinics first. The 
vast majority of physicians ranking university-based 
clinics as their preference (93%, 21 of 23) seemed to 
refer their CNCP patients exclusively to such clinics.

Reasons and barriers influencing referrals
The respondents were asked to identify the reasons 
that prompted them to refer their CNCP patients to 
chronic pain clinics in general. Each respondent could 
mark more than 1 answer. The 3 most frequently cited 
reasons that prompted referral to the CPP and other 
pain clinics (cited by the overwhelming majority of the 
responders) were requests for nerve blocks or other 
analgesic injections (46 of 47), desire for the expertise 
of the program (44 of 47), and concerns about prescrip-
tion of opioids (38 of 47). Additional reasons included 
considering clinics “the last resort” for complex patients 
(26 of 47) and miscellaneous reasons (12 of 47) such 
as specialists’ recommendations for pain clinic referral, 
medicolegal concerns, and patients’ own requests for 
referral to pain clinics.

Barriers to referral of CNCP patients to pain clinics 
identified by the FPs included primarily long waiting 
lists (41 of 47), followed distantly by patient preferences 
for specialized treatments outside the context of formal 
pain clinics (16 of 47), and the distance from the pain 
clinic (15 of 47). Additional factors included patients’ 
inability to communicate owing to language barriers 
(12 of 47), the perception that pain clinics were of no 
help (12 of 47), and miscellaneous reasons (10 of 47), 
such as the inability of pain clinics to offer frequent 
follow-up visits, the tendency of some clinics to relin-
quish the care of the patient back to the FP after 1 pain 
clinic visit only, or the perception that some pain clinics 
prescribed high doses of opioids, which the physicians 
were not comfortable continuing.

DISCUSSION

This is the first Canadian study we know of that 
attempts to determine how FPs view pain clinics. Our 
study was unable to demonstrate any particular asso-
ciations between the numbers of CNCP referrals to our 
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pain clinic or other clinics and FPs’ age, sex, ethnicity, 
university of graduation, or duration of practice. In other 
words, we were unable to demonstrate any obvious 
biases affecting patient referrals to chronic pain clinics.

Our study has several limitations. The number of 
respondents was small and was in all likelihood respon-
sible for the lack of associations observed. Further, the 
study sample consisted only of FPs who had referred 
CNCP patients to the CPP. Therefore, the results are not 
generalizable, as they might not apply to FPs who have 
never referred patients to our own clinic or any pain 
clinic. The FPs surveyed also identified Canadians as 
their primary patient group. While 44% of Toronto resi-
dents and 41% of our own patients are born outside 
Canada (as shown in a previous study of our popula-
tion15), the ethnic identification used in this study was 
not synonymous with the country-of-birth identifica-
tion used in our previous study.15 Therefore, we are not 
sure how representative our sample was of the general 
population of FPs and FP practices. Finally, the study did 
not ask questions about FPs’ expertise in dealing with 
CNCP or what kind of patients physicians consider suit-
able for referral to pain clinics; it also did not attempt to 
detect possible differences between FPs located close to 
pain clinics and those from more remote areas with less 
access to such clinics.

Despite its limitations, this study is a first attempt 
to define the CNCP landscape for FPs in Toronto and 
Ontario. Our results indicate that pain clinics or pain 
clinicians seem to be of value to FPs, as more than 
a quarter of the primary care respondents referred 
between 11 and 30 CNCP patients a year to pain 
clinics. The study was also able to identify reasons for 
and barriers influencing referral of CNCP patients seen 
in primary care settings to specialized pain clinics or 
pain clinicians.

Interestingly, some FPs identified women as more 
vulnerable to developing chronic pain, while male and 
Asian patients were considered less prone to chronic 
pain. Our sample of respondents is too small to draw 
conclusions; however, this perception is partially sup-
ported by Statistics Canada data from a survey of 
100 000 households.1

Reasons for referral
Primary reasons for referral included the perceived need 
for nerve blocks as a treatment, seeking the expertise of 
the clinic in diagnosis or management in general, and 
physicians’ concerns about the administration of opioids. 
A recent high-quality systematic review16 of the effec-
tiveness of trigger point injections (TPIs) (correspond-
ing to the popular name nerve blocks) showed that TPIs 
as the sole treatment of patients with myofascial pain, 
regardless of the injectant used, were not more effec-
tive than other less invasive treatments such as laser 

and ultrasound therapies.16 Of note, TPIs with botulinum 
toxin (another common injectant for myofascial pain) 
were not more effective than TPIs with saline or local 
anesthetics, but they were up to 500 times more expen-
sive than the latter. The authors stressed that when TPIs 
are used as the primary therapy, patients might become 
dependent on them for pain relief and can be distracted 
from dealing with underlying factors that cause and per-
petuate pain17; physicians should be aware of the dan-
gers of relying on TPIs as the sole treatment of CNCP. 
The rising popularity of nerve blocks is not surprising, 
given the fact that they are easy to obtain from hospital- 
and community-based pain clinic and are a quick way 
to address pain. Nerve blocks, additionally, constitute 
one of the very few income-generating sources in care 
of CNCP patients, costing the Ontario Health Insurance 
Plan $24.3 million in 2003 and $33.1 million in 200518 in 
addition to substantial amounts of money paid by third 
parties such as the Workplace Safety and Insurance 
Board. In another study of ours,19 48% of injured work-
ers referred to the CPP by the Workplace Safety and 
Insurance Board as “management problems” were 
receiving or had received numerous sessions of TPIs 
despite persistence of considerable pain, high doses of 
opioids, and lack of functional improvement.

Seeking the expertise of the staff in a particular pain 
setting to diagnose and manage CNCP patients is, in 
our view, the reason why FPs refer more often to aca-
demic pain clinics than community clinics or solo pain 
practitioners (as shown by their preference rankings 
in our study). Academic pain clinics seem to see more 
complex patients than community clinics do, such as 
patients with multiple comorbidities; those who have 
failed all kinds of treatments, including high doses of 
opioids; and patients with substantial psychosocial 
issues. The recognition of the value and expertise of 
pain clinics has evolved over the course of the 28 years 
our program has existed. In an internal audit of the 
CPP 20 years ago, most referrals related to the desire of 
referring physicians to transfer the care of difficult pain 
patients. More recently, seeking the program’s exper-
tise for diagnosis and management has resulted in ear-
lier referrals to our clinic.

Concerns about opioid administration (the third most 
cited reason why FPs refer patients to pain clinics) is an 
issue that, in our experience, has increased in magni-
tude substantially over the past 5 to 7 years, given the 
increased number of prescriptions for opioids and the 
recognition that abuse is not rare. A very recent study 
from our program20 found that 63% of a cohort of 455 
consecutive patients referred to our clinic were already 
taking opioids prescribed primarily by their FPs, with 
1 in 5 patients already exceeding 200 mg of morphine or 
equivalent (which has been defined as a “watchful dose” 
by the recently published Canadian guideline for safe 
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and effective use of opioids for CNCP).21 Our impression 
(though this question was not specifically addressed in 
the current study) is that physicians who refer patients 
already receiving opioids to pain clinics do so because 
they are worried about continuing to prescribe opioids 
to patients who do not seem to respond, or they have 
inherited patients taking high doses of opioids from 
other practices.

Barriers to referral
Waiting lists, identified as the main barrier to pain 
clinic referrals, are a well-known issue that has been 
thoroughly explored in Canada,22 with some waiting 
lists as long as 3 to 5 years. Most issues recognized by 
our respondents as barriers in general reflected limita-
tions of access (waiting lists, distance from the clinic, 
etc) and availability of treatments, and arose from 
the system, the referring physicians, or the patients 
themselves. Interestingly, some physicians believed 
that a barrier to referral was that certain pain clin-
ics prescribed high-dose opioids; management of 
such patients was also cited as a reason for referring 
patients to some pain clinics.

Family physicians lack resources to help them navi-
gate the system and know where to refer their CNCP 
patients. As of November 2010, the Canadian Pain 
Society listed 50 pain clinics in Ontario on its website 
(23 in Toronto, 9 in the greater Toronto area, and 18 
elsewhere in the province).23 These clinics are all char-
acterized as “multidisciplinary” because they include 
more than one kind of health care provider, but the 
philosophy, types of treatments offered, funding sys-
tems, and types of patients seen might be different. 
Unfortunately, there are no rating systems, standards, 
outcome measures, or other performance metrics to 
allow FPs to make appropriate choices when they need 
assistance with CNCP management. Family physicians 
are important gatekeepers of the Canadian health care 
system. When it comes to chronic pain management, 
FPs lack education, time, and financial resources, as 
the current fee-for-service system is inadequate for 
managing chronic pain.24 On the other hand, a lack 
of regulated and unified training for pain practition-
ers, standards for the operation of pain clinics, and 
specialized funding from the public health care system 
results in pain clinics or pain practitioners who might 
have diametrically different philosophies and manage-
ment approaches. Additionally, the absence of a com-
prehensive approach to chronic pain in Ontario all the 
way from the primary care level to the specialized pain 
clinic setting further adds to the inherent difficulties in 
CNCP diagnosis and management. Fortunately, there 
is a movement toward recognition of a subspecialty in 
pain management in Canada by the Royal College of 
Physicians and Surgeons of Canada, while the College 

of Family Physicians of Canada’s Section of Family 
Physicians with Special Interests or Focused Practices 
has recently approved such a focus in CNCP man-
agement. Additionally, several provinces have estab-
lished a comprehensive strategy for CNCP (Alberta, 
Nova Scotia, and Quebec), while British Columbia and 
Ontario seem to be moving in this direction as well.

Conclusion
This study is a first step toward understanding the per-
ceptions of FPs about referrals to pain clinics and prac-
titioners. Larger well-organized studies conducted 
using randomly selected samples of FPs throughout 
Ontario and other provinces (who might or might not 
refer patients to pain clinics) will provide a much better 
understanding of the landscape of the CNCP manage-
ment needs at the primary care level. 
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