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Get your facts first, then you can distort them as you
please.—Mark Twain

BI would rather over-prescribe and risk some medication di-
version or non-medical use, than under-prescribe and not treat a
patient’s pain.^ This statement, taken from a survey published in
the current issue of JMT by Pomerleau et al. 2016 [1], was used
to assess clinicians’ self-reported attitude about the challenge in
meeting individual patient needs while balancing public health
risk. The statement essentially pinpoints the current dilemma in
the ED: alleviation of suffering in an individual may expose that
patient or others (through misuse or diversion) to the risk of
opioid analgesic (OA) abuse, addiction, overdose, and death.
Pain-related complaints are the most common reason for
Emergency Department (ED) visits [2, 3], and ED providers
are among the top fivemedical specialist groupswriting prescrip-
tions for OAs in patients under 40 years of age [4]. However,
only 17 % of ED patients are given a prescription for an OA on
discharge and the majority of prescriptions dispensed are for a
small number of immediate release pills [5, 6]. Still, iatrogenic
opioid abuse and addiction remain a concern, because half of ED
patients with opioid-use disorders were first exposed to an opioid
by a prescription from a medical provider [7].

Responsible opioid analgesic prescribing is paramount in
our efforts to combat the epidemic of opioid abuse and pro-
mote safe opioid use, but little is currently known about which
factors drive decision-making among emergency department

(ED) prescribers of OAs. Pomerleau et al. highlights the com-
plexity of the decision-making process and brings forth a
number of interesting issues. Through a series of queries, the
study explores the factors providers believe affect their OA
prescribing practices, as well as their attitudes toward OA
prescribing. Of course, individual provider opinions and atti-
tudes cannot provide the complete picture. Patient age, race,
type of insurance, provider training and experience, function-
ality of PDMPs, and geographic location are a few of the
many factors highlighted in the literature to affect OA pre-
scribing decisions.

Whether to prescribe an OA for any given patient not only
depends on the aforementioned patient and provider factors
and the culture of the work environment, but also on the qual-
ity and type of patient doctor communication. One study
showed that when faced with identical hypothetical case sce-
narios, ED physicians’ decisions whether to prescribe an OA
varied greatly [14]. For the same clinical scenario, subtle dif-
ferences in the patient-doctor interaction (for example, a pa-
tient requesting a specific drug or an additional dose of pain
medication) could change the likelihood of prescribing sub-
stantially [18]. To support this unconscious bias, Pomerleau,
et al. uncovered some interesting paradoxes. For example,
survey respondents report that they would be less likely to
write a prescription for a patient with an opioid use disorder,
but they also state their skills to identify patients with opioid
use disorders and determine who is doctor shopping are poor.

The emergency physician respondents in Pomerleau et al.
ranked patient’s overall satisfaction as a neutral factor in their
decision to prescribe an opioid. Though this may be more true
in the ED, patient satisfaction has a more prominent impact on
the decision to prescribe an opioid in other clinical settings.
For example, many hospitals collect data on the patient’s ex-
perience and tie such feedback with physician payments (al-
thoughCME recently announced that this may end). Although
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some EDs may have been subject to such feedback, the soon-
to-be implemented EDCAHPS, which collect information on
a patient’s pain management experience during an ED visit,
will likely raise the prominence of satisfaction with pain man-
agement. While physicians report prescribing an OA to expe-
dite patient discharge or improve patient satisfaction scores
[14], other studies demonstrate no association between ED
patient satisfaction scores and administration of OA medica-
tions [17]. However, it remains unclear if this apparent diver-
gence represents a study methodological distinction, a true
assessment of actual practice, or a desirable self-
interpretation of a human tendency.

None of the providers in the survey by Pomerleau et al. felt
strongly that they give more opioid medications than their
colleagues. The extent to which social desirability and/or
reporting bias affect provider responses and the amount an
individual’s belief about opioid prescribing may vary from
their actual practice is unknown. Provider perception versus
actual practice of OA prescribing has not been studied, but in
other realms, the differences between actual behavior and per-
sonal perception of one’s behavior can vary substantially. For
example, just 8 % of physicians surveyed believed that they
were susceptible to promotional items such as pharmaceutical
branded pens [19]. However, the receipt of minimal gifts,
valued at less than 20 dollars, was associated with an in-
creased rate of prescribing the promoted brand-name medica-
tion relative to alternatives within the same drug class [20].
When the effect of subtle exposures to branded pharmaceuti-
cal promotional items was tested experimentally in medical
students, pharmaceutical marketing was found to influence
implicit attitudes of brand preference. Of interest in this same
study, the effect of drug marketing was reversed among
fourth-year medical students whose institution had a restric-
tive policy to limit pharmaceutical marketing [21]. Thus, we
may not know ourselves as well as we think we do. Stated
empirically, if there was not a Breturn on investment,^ industry
would most assuredly end its practice.

Additionally, published federal and state guidelines for OA
prescribing and/or institutional guidelines or mandates, as
well as PDMPs, are widespread and affect prescribing prac-
tices [8, 9]. However, the implementation of institutional pol-
icies varies widely. In a study of New England hospitals, pol-
icies recommending use of screening tools and prescribing
naloxone for at-risk patients are uncommon, but policies re-
garding utilization of PDMPs and referral of patients with
opioid use disorders to recovery resources are more prevalent
[10]. The presence of an opioid prescribing policy has shown
divergent results on practice, both reducing [11–13] and hav-
ing no effect on [14] the amount and strength of prescribed
OA. Other institutional efforts, such as formulary mainte-
nance, may surreptitiously limit the range of prescribing prac-
tices. For example, the workhorse opioid that is available on
the electronic medical record (EMR) may direct the opioid

that is prescribed. A recent study demonstrated that changes
to the default setting in the EMR from brand name to generic
medications increased the prescribing of generic-equivalent
medications [15]. Similarly, changes to the default setting for
the dose and duration of opioid analgesic prescription in the
EMR affected the prescribing of post-operative pain medica-
tion [16].

The decisions required to write an opioid prescription are
complex and nuanced. Although individual attitudes are inter-
esting and important to explore, the decision making process
is larger than simply a brief encounter between an individual
provider and patient. Rather, this decision varies based on the
context, patient, prescriber, health care environment, and cul-
ture and may be tempered by guidelines and mandates. To be
able to draw conclusions based on the data presented by
Pomerleau et al., an important next step would be to pair
provider beliefs and attitudes about OA prescribing with an
objective measure of prescriber behavior, namely the actual
prescribing practices. In order to make targeted positive
changes to combat the epidemic of prescription, opioid abuse
individual prescribers must clearly understand their attitudes
and biases, and think and think again, in a metacognitive fash-
ion, about their actual behaviors and practices.
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